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. specific for conditions 
characterized by increased 


capillary permeability.” 


control bleeding 


In his study of 330 hospital cases treated with 
Adrenosem* Salicylate, Bacala concludes that this 
systemic hemostat is “‘specific for the strengthening 
of capillary resistance.” 

He summarizes: ‘Experience with the drug is cited 
from 317 surgical and 13 obstetricogynecological 
cases. Most numerous were the 233 consillectomies, 
of which 207 patients were benefited by its use, post- 
tonsillectomy bleeding was reduced from 19.8 to 
seven per cent. The drug was also found useful in 
gastrointestinal bleeding, cataract extraction, epistaxis, 
incisional seepage, transurethral prostatectomy, meno- 
metrorrhagias, cervical oozing, antepartum and post- 
partum bleeding, threatened abortion, and prevention 
of capillary hemorrhages during Hedulin or Dicu- 
merol therapy.’'! 


1. Bacala, J.C.: The Use of the Systemic Hemo- 
stat Carbazochrome Salicylate, West. J. Surg. 
64:88 (1956). 


Supplied in ampuls, tablets and as a syrup. 


Write for comprehensive illustrated brochure describing the 
action and uses of Adrenosem Salicylate. 
*U.S. Patent 2,581,850 


The S.E.MASSENGILL company sristot, tennessee 
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ACHROMYCIN 


_ Doetors, nurses, and students alike find Lederle Hospital Exhibits 
_ interesting and worthwhile, because they provide current information 
on products regularly used in hospitals. Naturally, this knowledge 
helps each person who handles drugs to be more capable, more efficient. 
Lederle Exhibits are designed in good taste, take little space. You can 
be certain, too, that each exhibit will be conducted on the highest 
ethical plane. There is no charge, no obligation. 


-—Another Lederle hospital service available to you 
through your Lederle representative. 

_ Ask him for further information, or write: 

eo ERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW 
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MOISTEN 


urine sugar test of unmatched simplicity 


Silty 


QUALITY /REBRARCH /INTRORITY 


Gb 


(URINE SUGAK TEST TAPE, LILLY) 

“Tes-Tape’ completely eliminates the need for test tubes, heat, rea- 
gents, or any other paraphernalia in quantitative urine sugar deter- 
minations. Simply moisten a strip of “Tes-Tape’ with the specimen. 
After it has dried for just sixty seconds, compare it with the color 
chart on the “Tes-Tape’ dispenser to determine how much sugar is 
present. The selective action of “Tes-Tape’ prevents false positive 
reactions, assures complete accuracy. 


The convenience, simplicity, and accuracy of “Tes-Tape’ lighten the 
work load of the busy nurse and make on-the-spot determinations 
practical in the hospital, office, or home. 


Ask your Lilly representative for full details. 


TH ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 


HOSPITALS, J.A.H.A. 


626087 


hospitals 


journal of the American Hospital Association 


rolume 30 number 15 


august 1,1956-par¢ti 


editor 
Edwin L. Crosby, M.D 


executive editor 


James E. Hague 


managing editor 


Aaron Cohodes 


production manager 
Newton J. Jacobson 


contributing editor 
Arnold A. Rivin 


assistant editors 
Esther Driscoll 
Barbara Elsholz 

Eli Fritz 

Rex N. Olsen 
Charlotte M. Roller 


advertising and business manager 
Bremen |. Johnson 


assistant business manager 
Hal Levinson 


advertising production manager 


Martha E. Miller 


circulation supervisor 


Dorothy Heller 


STAFF CONSULTANTS 


LeRoy E. Bates, M.D. 
Htoward F. Cook 

Jack Dillman 

Marion J. Foster 
Marian # Fox, RN. 
Ann §S. Friend 

Hilary G. Fry 

Gonzalez, M.D. 
Patricia D. Gray 
Sorah H. Hardwicke, M.D. 
John N. Hatfield Il 
Verne Kallejian 

John T. Kelly 
Edmond J. Lanigan 
Catharine H. Loucks 
Robert S. Marshall 
James R. Neely 
David T. Riddell! 

E. John Rizos 

William T. Robinson 
Daniel S. Schechter 
Patricia Sussmann 
Elton TeKolste 

Alan E. Treloar 
Gerald A. Weidemier 
Kenneth Williamson 
Clifford Wolfe 

Helen Yast 


AUGUST |, VOL. 30, PART | 


GUIDE ISSUE—CONTENTS OF PART 1 


articles 


The Unmarried Obstetrical Patient 

Duties of Hospital Personnel in Adoption Cases 
How to Use Part 2 of the “Guide Issue" 
Financing Care for Public Assistance Patients 
Double Duty Dietitian 

Report on Headquarters Building John N. Hatfield 
Community Hospitals—by Vote of the People Ralph L. Nielsen 


Reorganized Blue Cross Unit Will Service National Accounts 
Ray K. Swanson 


Jane E. Wrieden 
Leon M. Despres 


Carl K. Schmidt Jr. 


Characteristics of Long-Term Patients 
Dean E. Krueger and Dean W. Roberts, M.D. 


A Four-Step Program for Reducing Perinatal Mortality in the Nurse 
Madelene M. Donnelly, M.D., M.P.H. 


How to Write a Standardized Recipe Lenore M. Sullivan 


How Preprinted Requisitions Erased a Storekeeping Problem 
lra H. Goldberg 


Respirator Patients Can Go Home Again 
M. W. Moriarty, C. A. Ardern and R. A. Bell 


departments 

Calendar of Association and Allied Meetings 
Classified Advertising 

Digest of the News 

Editorial Notes 

Engineering and Maintenance 

Equiprnent and Supply Review 

Food Service and Dietetics 

Index to Advertisers 

Introducing the Authors 

News 
Officers of the American Hospital Association 
Official Notes 

Opinions and Ideas 

Personal News 

Pro Re Nata 

Professional Practice 

Purchasing 

Service from Headquarters 

The Literature 


Your President Reports 


John H. Hayes 


2\ 
82 
54 


HOSPITALS is published the first and sixteenth of each month by the American Hospital Association. 16 € 
Division Street, Chicago 10, I!!. Entered as second class matter January 9, 1936, at the postoffice at 


Chicago, Ill., under the Act of March 3, 1879 


SUBSCRIPTION RATES: $5 for | year: $9 for 2 years; $12 for 3 years. Single copies, 30 cents. except the 
two-part August |, Guide issue, $2.50. (Foreign and Pan American add $i per year for peteent 


CHANGE OF ADDRESS: Notice should include the old as well os new oddress, including postal tone 


number. Four weeks’ notice is required. The loca! postmaster should be notified. 


COPYRIGHT August | 1956, by the American Hospital Association 


ADVERTISING REPRESENTATIVES 


Chicago 10: William Howe 18 E. Division 4.4950 
New York 22: George B.Janco 3 E. Fitty-fourth St-—PLara 4-1090 
Clevelond 15: Fugene C. Leipman 1220 Huron Rd.-SUperior 1.1373 
Pasadena 2: Ren Averill 234 E. Colorado St.—Ryan 1.9291 


26 
07 
30 
33 
37 
43 
44 
| 
6! 
| 
6 
17 
78 
72 
6] 
100 
12 
B64 
84 
22 
84 
56 
68 
3 


THEY HAVE TO BE 


BARD-PARKER RIB-BACK 
DETACHABLE SURGICAL BLADES 


must ‘survive’ a rigid series of progressive 
scientific tests to qualify as suitable for 
surgical use. Those that ‘pass’ are surgi- 
cally perfect and uniformly sharp through- ' 
out their entire cutting edge. They will re- 
main sharp and useful for longer periods 
... an important factor in economy when 
yearly volume of purchases is considered. 


Specify RACK-PACK® packages in 
ordering gross and half gross quan- 
tities .. . eliminating unwrapping 
~handling—racking of individual 
blades. A time and labor saver for 


the O.R. personnel, rp 


Ask your dealer 
BARD-PARKER COMPANY, INC. 
Danbury | Connecticut, U.S.A. 
4 HOSPITALS, J.A.H.A. 


4 
>. 
« 
| 
GET TO SURGERY 
—— 
| 


¢ Conclusive evidence'.?* 


Your Hospital 


Profits from 


CLOSED-SYSTEM 
INJECTION 


@ No hidden costs—no sterilization, no 
needle-sharpening, no syringe break- 
age, no dose preparation, no unused 
medication 


@ Presterilized—asepsis assured 

@ Ready to use, easy to use 

@ Precision medication—accurate dose 
@ Every injection with a new needle— 


minimizes pain, eliminates wasteful 
routine 


@ Reduced risk of infectious hepatitis 

@ Reduced risk to personnel of contact 
sensitization 

@ Simplified supply handling and ac- 
counting control 


Tusex brings the full advantages of the 
closed-system technique to hospital, office, 
or home. For demonstration and litera- 
ture, see your Wyeth representative. 


: Hosp. ; 
(Nov. -Dec.) 1955. 2. Hunter, 
al: Hosp. Manage- 
ment 81:82 (March) 1956. 3. 
Hunter, J.A., al: Hosp 


Management 81 80(Apr.) 1936, 
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NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 

Annual Convention—September 17-20; Chi- 
cago (Paimer House) 

Conference for Presidents and Sec- 
retaries of State Hospital Associotions— 
February 4-5; Chicago (Paimer House) 

American Protestant Hospital Association— 
Februory 27-March 1; Chicago (Palmer 
House) 

Catholic Hospital Associction—May 27-30; 
Cleveland, Ohio (Hotel Stotler) 


AS SOON AS NOTICE OF YOUR MEETING. AT WHICH OFFICERS 
AGE ELECTED, SHOULD MAILED TO DEPT. AM, 16 OFVISION, CHICAGO 16 


4 ‘ 


REGIONAL MEETINGS 
(THROUGH JULY 1957) 


Association of Western Hospitals—May 6-9; 


Los Angeles (Stotler Hotel) 


Carolinas-Virginias Hospital Conference — 


April 4-5; Roanoke (Hotel Roanoke) 


Marylond-District of Columbia-Delaware Hos- 
pital Association—October 31, November 


1-2; Washington, D. C. (Shoreham Hotel) 


Middie Atlantic Hospital Assembly—May 22- 


24; Atlantic City (Convention Hall) 


V isual 
inspection — 


PAT. NO, 2626603 


M aximum 
performance 


| nter- 
changeability 


hypodermic needles and syringes 


VIM Hypodermic Needles are microscopically 


inspected ... inside 


and out. VIM Syringes 


stress inter-changeability — for added service 
and convenience. VIM'S comprehensive line 
offers you a broad selection of needles and 
syringes. Always specify VIM. 


MacGREGOR INSTRUMENT COMPANY, NEEDHAM, MASSACHUSETTS 


Mid-West Hospital Association—April 24-26; 
Kansas City, Mo. (Hotel President) 

New Englond Hospital Assembly——Morch 25- 
27; Boston (Statler Hotel) 

Tri-State Hospital Assembly—April 29-May 2; 
Chicago (Palmer House) 

Upper Midwest Hospital Conference—May 22. 
24; Minneapolis (Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH JANUARY 1956) 


Alaboma Hospital Association—Januvory 24- 
25; Montgomery (Whitley Hotel) 

Associated Hospita's of Albertoa-——October 16. 
18; Edmonton (MacDonald Hotel) 

Arizona Hospital Association—November 15- 
17; Phoenix (Westward Ho Hotel) 

California Hospital Associotion—October 24. 
26; San Jose (St. Claire Hotel) 

Colorado Hospital Association—November 7- 
8; Colorado Springs, (Broadmoor Hotel) 

Connecticut Hospital Association—November 
15; New Haven (So. New Engiand Tele. 
phone Co. Aud.) 

Florida Hospital Association—November 29- 
30; Jacksonville (George Washington Hote!) 

idaho Hospital Association—October 22-23; 
Boise (Hote! Boise) 

illinois Hospital Association—December 6-7; 
Springfield (Hote! Abraham Lincoln) 

indiana Hospital Association—October 24-25; 
Indianapolis (Student Union Building, Uni- 
versity of Indiana Medical Center) 

Kansas Hospital Association—November 15- 
16; Hutchinson (Boker Hotel) 

Associated Hospitals of Manitobo——October 
29-November |; V/innipeg (Royal Alexandra 
hotel) 

Minnesota Hospital Association—November 9; 
St. Pau! (Hote! St. Paul) 

Mississippi Hospital Association—October 18- 
19; Jackson (Edwards Hotel) 

Missouri Hospital Association—November 8-9; 
St. Lowis (Hotel Jefferson) 

Montana Hospital Association—October 10- 
12; Missoula (Florence Hote!) 

Nebraska Hospital Association—October 25- 
26; Omaha (Hotel Fontenelle) 

Oklahoma Hospital Association—November 8. 
9; Oklahoma City (Skirvin Hotel) 

Ontario Hospital Association—October 22-24; 
Toronto (Royal York Hotel) 

Oregon Association of Hospitals—October 8- 
9; Salem (Hotel Senator) 

Saskatchewan Hospital Association—October 
24-26; Saskatoon (Bessborough Hotel) 

South Carolina Hospital Association—Janvary 
18; Columbia (Wade Hampton Hotel) 

Vermont Hospital Association—October 17- 
18; Pico Peak, Rutiand (long Trail lodge) 

Virginia Hospital Association—November 1|6- 
17; Roanoke (Hote! Roanoke) 

Washington Hospital Association—October 10- 
11; Yakima (Chinook Hotel) 

West Virginia Hospital Association—October 
11-13; Parkersburg (Hotel Choncelior) 


AHA INSTITUTES 
(THROUGH JANUARY 1956) 


Hospital Pharmacy Institute—August 20-24; 
Chicago (University of Chicago) 

Evening & Night Nursing Service Institute— 
October |-4; Dallas (Adolphus Hotel) 

Medical Record Library Personne! Institute— 
October 15-19; Richmond, Va. (Hotel Jeffer- 
son 


) 
(Continued on page 96) 
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Blickman stainless steel equipment with seamless, round-corner 
construction, speeds service in Hydrotherapy Department 


@ This stainless steel underwater treatment tank can be thoroughly cleaned and 
made ready for the next patient in a matter of minutes. All surfaces are smooth and 
continuous. There are no seams, crevices or joints of any kind. The highly polished 
stainless steel reduces adhesion of dirt and grime. Cleaning takes far less time and 
effort, because all corners and intersections are fully rounded. Complete asepsis is 
attained with a minimum of labor. This means that you save money every day you 
use this long-lasting unit. That's why so many leading hospitals have standardized 
upon Blickman-Built hydrotherapy and physiotherapy equipment in sanitary stain- 
less steel. We invite you, too, to investigate and compare, before you buy. 


ABBOTT Model |-Beam Hoist of olf 

stainless steel remains free of rust a . . 

and corrosion, no matter how much ae a 
hot, moist steam arises from the £ \ 
hydrotherapy tank. 


HOT SPRINGS Model Underwater 
Treatment Tank —as used in 
St. Mary's Hospital, E. St. Lovis, Ill. 
Designed for ready access to all 
parts of potient’s body. After each 
treatment, tank is drained, scrubbed 
and brushed with surgical soap. 
Cleaning is easy because of the 
polished stainless steel surfaces and 
the round-corner construction. Aer. 
ators circulate water through pres- 
sure action, not by electrical means. 
Danger of shock is eliminated. 


Below, left to right: HARVEY Model 
Stainless Steel Arm Bath permits 
patients to tolerate higher water 
temperatures as air is introduced 

to give swirling motion. RADCLIFFE 
Model stainless steel leg both pro- 
vides a whirlpool action proved WwW 
efficacious in treating locol areas 

to stimulate circulation. 


OTHER BLICKMAN-BUILT AND 
PHYSIOTHERAPY UNITS IN STAINLESS STEEL 
Sitz Baths Foot Baths Electric Bath Cabinets 
Straddie Stands @ Contrast leg end Arm Baths 
Flow Tubs Fomentation Sinks Control Tables 
Showers @ Irrigation, and Pack Tables 
Utility Stends @© Hampers © Chairs © Stools 


then 40 different items of stainless 
steel equipment for Hydrotherapy 
and Physiotherapy Departments. 


S$. Blickman, Inc., 3808 Gregory Ave., Weehawken, N. J. 


fs Blickman-Built 
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PRESIDENT 

Rey of Chicago Clinics. Chicago 77 

Albert W, Snoke, M.D., Grace-New Haven Community Hospital, 
New Haven 4, Conn. 


ENT 
Frank KR. Bradley, M.D., Barnes Hospital, St. Louis 10 
TREASURER 

cone f. Hatfield, Passavant Memorial Hospital, Chicago 11 


Sawin L. Crosby, M.D., American Hospital Association, Chicago 10 


Board of Trustees 


Ray E. Brown, chairman 

pits. Community Hospital, Upland, Calif. 

Frank R. Bradiey, M.D. 

Madison B. Brown, M.D., Hahnemann Medical College and Hospi- 
tal, Philadelphia 2 

H, M. University Hospitals, Madison 6, Wis. 

John N. Hatfield 

Cc. C. Hillman, M.D., Jackson Memorial Hospital, Miami 36, Fla. 

Jack Masur, M.D., assistant surgeon general, Public Health serv- 
ice, Washington 25 

J. Melintyre, Municipal! Hospital, Winnipeg, Man 

William 8. McNary, Michigan on ae Service, Detroit 26 

ware C, Schabinger, Harrison Detwiler Memorial 

ospital, Wauseon oO 

Rt, Rey, Msgr. George Lewis Smith, diocesan director of hospi- 
tals, Aiken, 8. C. 

Albert W. Snoke, M.D. 


Committee on Coordination of Activities 


piven’ Snoke, M.D., chairman 

Brown 

Re rt T. Evans, Blue Cross Plan for Hospital Care, Chicago 90 
Stanley A. Ferguson, University Hospitals, Cleveland 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 3, Tenn. 
Stuart K. Hummel, Columbia Hospital, Milwaukee 11 

Russell A. Nelson, M.D., Johns Hopkins Hospita! Baltimore 5 
Mrs. Margaret A. Snyder, Kenosha Hospital, Kenosha, Wis. 
Edward K. Warren, Greenwich Hospital, Greenwich, Conn. 
Lucius R. Wilson, M.D., Episcopal Hospital, Philadelphia 25 


Council on Admisistrotive Practice 
A. Ferguson, chatrman 
sew Ww. Condes, vice chairman, lowa Methodist Hospital, Des 
Moines 14 
; Anderson, Strong Memorial H tal, Rochester 20, N.Y. 
Dixon. MD Department Public Health, Philadel- 


phia 7 

d R. Griffith, Delaware Hospital, Wilmington 1 
ao aul, University of California H itals, San Francisco 22 
Richard D. Venserwerner. enter for Cancer and 

llied Diseases, New Yor 
nonaid Yaw, Blod ett Memorial Hospital, Grand Rapids 6, Mich. 
Linus A. Zink, Mp. Veterans Administration, Washington 25 
Secretory: Ann S&S, Friend, 18 E. Division St., Chicago 10 


Council on Association Services 
_ a mel, chairman 
Faleart WW. Hughes, vice chairman, General Rose Memorial Hos- 
20 
Mona. Protestant Deaconess Hospital, Evansville 10, Ind. 
Mrs. Irene McCabe, Missouri Hospital Association, St. Louis 8 
A. MeGu an. tal, Edmonton 
, Lovelace nic, uqu . M. 
Hospita! Association o New York State, Al- 


7 
8. A husk er, Waverly Hills Tuberculosis Sanatorium, Waverly 


Blue Crows Commiesion 
bert T. Evans, chatrman 
Associated Hospital Service of 
York, New Yor 
D. i Tynes, treasurer, Blue Cross Hospital Plan, Inc., Louis- 
2 
B. Babcock, M.D. Joint Commission on Accreditation 
1 itals, icago 
Rt. os sar. John . Barrett, archdiocesan director of hos- 
pitals, Chicago 
Joseph O. Dureet, Nebraska Blue Cross Hospital Service Associa- 
tion, Omaha 
: bell Butler, Group Hospital Service, Inc., Syracuse 2, N.Y. 
Freak Dickson, Northwest Hospital Service, Portland 7, Ore. 
John R. Hill, Tennessee Hospital Service Association, Chatta- 


2 

- Jenkins, Akron Hospital Service, Akron 8, Ohio 

port c. MacLean, M.D., commissioner, City of New York Depart- 
ment of Hospitals. New York 13 


- MeBee, Group Hospital Service, Dallas 1, Tex. 
Manitoba Hospital Service Association, Winni- 


Stanley a. Saunders, Hospital Service Corporation of Rhode 
Island, Providence 2 


E. A. van Gteenwyt, Associated Hospital Service of Philadelphia, 
Director: Richard M. Jones, 425 N. Michigan Ave., Chicago 11 


Council on Government Relations 


Lucius R. Wilson, M.D., chairman 

J. Douglas Colman, vice chairman, Johns Hopkins University and 
Johns Hopkins Hospital, Baltimore 5 

Ted Bowen, Methodist Hospital, Houston 25, Tex. 

Edison Dick, Passavant Memoria! Hospital, Chicago 11 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Hal G. Perrin, Bishop Clarkson Memorial Hospital, Omaha 5. 


Nebr. 
Lester E. Richwagen, Mary Fletcher Hospital, Burlington, Vt. 
Rt. A. Towell, diocesan director of hospitals, 
ovington, Ky. 
Clarence Wonnacott, Latter-Day Saints Hospital, Salt Lake 
City 3, Utah 
Secretary: Kenneth Williamson, Washington Service Bureau, 
Mills ys 17th St. and Pennsylvania Ave., N.W., 
Washington 


Committee on Hospital Auxiliaries 


Mrs. Margaret A. Snyder, chairman 

Mrs. Frederick N. Blodgett, vice chairman, New England Medical 
Center, Boston 11 

Mrs. Benest R. Anthis, Muskogee General Hospital, Muskogee, 

a. 

Mrs. George C. Capen, Hartford Hospital, Hartford 15, Conn. 

Mrs. James C. Enyart, lowa Method Hospital—Raymond Blank 
Memorial Hospital for Children, Des Moines 14 

Mrs. Palmer Gaillard Jr., Mobile Infirmary, Mobile 17, Ala. 

Mrs. Chester A. Hoover, Santa Monica Hospital, Santa Monica. 


Mrs. Norman J. Kauffmann, Touro Infirmary, New Orleans 15 
C. Rood, yterian Hospital ter, Albuquerque, 


Mrs. Arthur B. Slack, St. Luke’s Hospital, Denver 10 
Mrs. H. Shelton Smith, Duke Hospital, rham, N. C. 

Mrs. Alfred H. Taylor, Evanston Hospital, Evanston, Ill. 
Secretary: Patricia Sussmann, 18 E. Division St., Chicago 10 


Council on Hospital Pianning and Piant Operation 
Groner. 
y E. Trussell, M.D., vice chairman, Columbia Universit 
of Public Health and Administrative Medicine, iow 
Sister Mary Antonella, St. Joseph Infirmary, Louisville 8, Ky. 
ge, uclid 19, Ohio 
g. Gen. r ourse . USA, Army M 
. D. Rosenfeld, n sland Jewish H 
Paul J. Spencer, Faulkner Hospital. Boston 30 
R. C. Williams, M.D., State Department of Public Health. Atlanta 3 
D. B. Wilson, M.D., University Hospital, Jackson 5. Miss 
Secretary: Clifford Wolfe, 18 E. Division St., Chicago 10 


Council on Prepayment Pians and Hospital Reimbursement 
a K. Warren, chairman 

» &. Swanson, vice chairman, Swedish Hospital, Minnea 
J. M. Daniel, Columbia Hospital of Richland County, eee 


4, 8. C. 

Rt. Rev: Msgr. Edmund J. Goebel, archdi 
pitals, Milwaukee 12 cndlocesan director of hos 

Hromad 


Iph J. ka, Santa Monica Hospital, Santa Monica. Cal 
ap M.D., Universit ospital, Ann Arbor. Mick. 
Harry J. Mohler, Missouri Pacific Tospital, St. Louis 4 
James P. Richardson, Presbyterian Hospital, Charlotte 4, N.C. 
Clyde L. Sibley, Baptist Hospital, Birmingham 11, Ala. 
tery: James R. Neely, 18 E. Division St., Chicago 10 


Council on Professional Practice 


: wa am n, D., e chairman, 

on. good, ut ghiands Infirmary, Birmingham 5 
nov, Bertrand, S8.J.. Comité des Québec. 

ontrea 
Lawrence J. Bradley, Genesee Hospital, Rochester 7, N.Y. 
Robert R. Cadmus, M.D., North Carolina Memorial Hospital, 


Chapel Hill 
Frederick T. Hill, M.D., Thaver Hosnital, Waterville Maine 
Kar! 8. Klicka, M.D., ee en. Luke's Hospitals, Chicago 12 
Tol Terrell, Shannon West Texas Memoria! Hospital, San Angelo 
Secretary: Sarah a Hardwicke, M.D., 18 E. Division St., Chi- 
cago 


Executive 


Edwin L. M.D., director 
Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
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Hills 
w. W. Stadel,. M.D., San Diego County General Hospital, San 
Diego 3, Calif. 
Secretory: Howard F. Cook, 18 E. Division St., Chicago 10 


“..-Olisonite seats have not 


yellowed..’”’ 


SHOCK-PROOF SEATS 


Reports Buffalo Hospital 


Sisters of Charity Hospital, Buffalo, New York 


Sister Eugenia, Administrator of Sisters 
of Charity Hospital, Buffalo, New York, 
has written: “I am happy to state that 
our experience with Olsonite Seats has 
been excellent. White seats look more 
sanitary, and the Olsonite Seats have not 
discolored or yellowed,” 


Like this Sisters of Charity Hospital, many 
other hospitals and institutions across 
the nation are standardizing on Olsonite 
Shock -Proof Seats for replacements. They 
are discovering that Olsonite Seats are as 
durable as they are good looking. 


Even after years of service, white Shock- 
Proof Olsonite Seats will not “yellow.” 
Made of one material all the way through, 
there is no applied finish to crack, chip or 
peel—no exposed metal to rust or corrode, 
You can put an end to toilet seat replace- 
ment with the seat that stays white for a 
lifetime of normal use—Solid Olsonite 
Shock -Proof Seats. Also available in black, 


SWEDISH CRUCIBLE STEEL COMPANY © Plastics Division, 8561 Butler Avenue, Detroit 11, Michigan 


ORIGINATORS OF THE SOLID PLASTIC SEAT 
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N.Y 


standard 124 minimum 


® performance requirements for institutional textiles. 


The administrator looks for 
ty as well 


li 


Baker's experience and know-how in supplying 


the world’s finest textile values has earned 


for winning and keeping customers. 


diately senses the fine quality in the 


appearance and feel 
Oldest and Lar gest Organization of its kind in the U.S. 


315-317 CHURCH STREET, NEW YORK 13 


and 13 other cities. 


ESTABLISHED 1692 


Baker has proven this through more than sixty years 
of service to hospitals and institutions. The patient 


imme 

and gets wearing qua 

its reputation 

All Baker products meet, but most Baker 
products exceed American 

When replenishing any textile items, be sure to 
eee what Baker can do for you first. 


* 
& 


~ 


- 


- 


HOSPITALS, J.A.H.A. 


ust ses — 
NO lankets Bath 
— Bie Towels 
Be Towels of Curtain 
mats — Cloths* 
— 
Napkins 
much more: 
printed 
44 
AAA 
tif 
10 


CUT DRESSING COSTS 
WITH TELFA SPONGE-PADS 


(and help wounds heal faster, too) 


NOT THIS NOW THIS 


Here's How One Chicago Hospital Saved 
41% by Switching to Telfa Sponge-Pads 


Hospital's old practice New TELFA practice 
6 small sponges 4" x 4” ....7.7¢ 9 =x 5” TELFA 
Abdom. pod 742" x 8" ..... 3.1¢ sponge-pad 6.4¢ 


10.8¢ .. cost per dressing . . 6.4¢ 


ONE DRESSING DOES IT ALL. TELFA plus pad plus sponges 
are combined in a single unit. And it’s the right dressing for 
every appendectomy, every laparotomy, every wound. 


DOESN'T HURT when you take it off. No pain, no bleeding 
—because TELFA doesn’t adhere to wound, doesn’t tear 
off scab. Speeds healing. 


SAVES TIME ... for nurses and doctors. Just one dressing 
(instead of pad and several sponges) to store, wrap, auto- 
clave, apply on patient, remove. 


Gurit 


TELFA 


NON-ADHERENT 
SPONGE-PADS 


BAUER & BLACK 


Division of The Kendall Company 
309 West Jackson Bivd., Chicago 6, Ill. 
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The unmarried obstetrical patient 
by Jane £. Wrieden 


Brigadier Jane E. Wrieden, ad- 
ministrator of The Salvation Army 
Booth Memorial Hospital, Cleve- 
land, has devoted virtually all of 
her adult years to helping the 
troubled. 

Commissioned 
Army officer as- 
signed to evan- 
gelistic work in 
her teens, Brig. 
Wrieden soon 
discerned that 
she could make 
a greater con- 
tribution in this 
field if she com- 
bined humani- 
tarian service 
with profes- 
sional skill. Accordingly, she added 
a program of study to her full- 
time job and obtained both a 


as a Salvation 


BFIG. WEIEDEN 


bachelor’s degree in psychology 
and a master’s degree in social 
work from the University of 
Buffalo, N.Y. 

Before assuming her present 
post in 1951, she headed the Sal- 
vation Army home and hospital 
for unmarried mothers and their 
babies, Door of Hope, in Jersey 
City, N.J. She has also been on the 
staff of The Salvation Army’s 
Family and Personal Service in 
Buffalo, N.Y.; Nursery and Foster 
Home Service in Brooklyn, N.Y. 
and the Catherine Booth Hospital 
in Cincinnati. 

A former chairman of the execu- 
tive committee of The Salvation 
Army’s National Association on 
Service to Unmarried Parents, 
Brig. Wrieden was The Salva- 
tion Army’s national representa- 
tive at the Mid-Century White 
House Conference on Children and 
Youth in 1950. She is a member of 
the American College of Hospital 


AT THE 
CATHOLIC 
CONVENTION ... 
May 21, 1956, 11:30 A.M. 


One of the first Sisters to stop 
at our booth remarked “Don't 
tell me you people still have 
to advertise. I thought every- 
one used Diacks.” Another 
nurse hearing her said, “We 


use Diacks but they are not like these. They are the blotting paper 
type.” . . . This, of course, is flattering to us—it means the name 
DIACK is universally synonymous with sterilizer control. But, there 
is only one DIACK Control, the littke GLASS tube which has been 
the standard for indicating sterilization since its introduction 47 
years ago. There are no paper Diacks! . 
using the best—identified for almost half a century by the name 
DIACK Control on every box top. Don’t settle for less than the best. 


SMITH & UNDERWOOD, CHEMISTS 


Sole manufacturers of Diack Controls and Inform Controls 


Royal Oak, Michigan 


. Be sure your hospital is 


Administrators and is chairman of 
the committee on small hospitals 
of the Ohio Hospital Association. 


Community hospitals 


—by vote of the people 
by Raiph L. Nielsen 


Ralph L. Nielsen has been ad- 
ministrative methods consultant 
with the Children’s Bureau of the 
regional office of the Department 
of Health, Education, and Welfare 
in Dallas, Tex. since February. He 
was formerly research director for 
the Washington Hospital Service 
Association (Blue Cross Plan) in 
Seattle, Wash. at which time he 
also represented the Blue Cross 
plans on the research committee of 
the Blue Cross Commission. Prior 
to going with Blue Cross, Mr. Niel- 
sen was head of the hospital sec- 
tion of the Washington State De- 
partment of Health. 

Born in Los Angeles, Calif., Mr. 
Nielsen is a graduate of the Uni- 
versity of California in Berkeley 
and holds a master of science de- 
gree in economics from the Uni- 
versity of Tennessee, where he 
studied on a fellowship. 


MR. SCHMIDT 


MR. NIELSEN 


Financing care for public 
assistance patients 


by Carl K. Schmidt Jr. 


Carl K. Schmidt Jr., general 
superintendent of Oak Forest In- 
stitutions of Cook County, Il., be- 
gan his career in the field of public 
health administration as business 
manager of Cook County (Ill.) In- 
firmary. His subsequent positions 
have included director of research 
and chief of finance and statistics, 

(Continued on page 96) 
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FLEET * ENEMA 
Disposabie Unit 
inctuding Lubricant 


Hospital Economy Pack is especially designec 
for the budget-minded buyer. Each case 
contains 48 FLEET ENEMA Disposable 
Units packed in bulk with individually sealed 
rectal tubes. Handy... Economical... Practical. 


When selecting a Disposable Unit, remember 
that only FLEET ENEMA is designed for easy 
hand administration . . . saves nearly % 
minutes of attendant’s time per enema. Only FLEET 
ENEMA Disposable Unit has an anatomically correct 
rectal tube patterned to minimize injury hazard and a 
built-in diaphragm to control flow, eliminate leakage. 


Order “FLEET ENEMA, Hospital Economy Pack.” If you 
prefer individually packaged units, then order “FLEET 
ENEMA Disposable Unit, Standard” . . . Tour wholesale 
druggist or hospital supply house can furnish either. 


c. B. FLEET Co., Inc. 


Lyrotburg, Viegiete 
Makers of Sade. {Pleat} gentle, prowgs, through 
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consider cost, 
comfort —complete 


SELECT 
SURGEON’S 


Faultless epiderm surgeon’s gloves have some- 
thing for all concerned with purchase or use... 


* 


Faultless for Administration — 
epiderm gloves save money. Special 
compounding means unusual strength, 
tear resistance. Gloves exceed U.S. 
Government specifications ZZ-G-421a. 
Stand repeated autoclavings without 
important loss of original tensile 
strength, elongation. 


Faultless for Doctors and Nurses — 
anatomically correct shape, uniform 
gauge throughout glove for freedom 
of hand movement, complete comfort 
even during extensive surgery. 
Tissue thinness for extra sensitive 
fingertip feel. Color size band, 

added protection from roll down. 


Faultless for Those Who Sort 

and Pair — bright color bands about 
¥q” above glove roll make sorting 
quick and accurate. Five vivid colors 
for the different sizes. 


For cost, comfort, complete satisfaction, 
Faultless epiderm surgeon’s gloves can’t be beat. 
Made only of the very finest latex, available in 


white or brown, sizes 61, to 10. Ask your surgical 
supply dealer or write: 


THE 


Ashiand, Ohie 


Exclusive Sales Representative 
Homer-Higgs Associates, Inc., 385 Fifth Avenue, New York 16, N. 


hi EPIDERM 


RUBBER COMPANY 


satisfaction 
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iiuetrated is the Carrom 
Kaleidoscope Grouping 
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Only wood furniture has warm beauty combined 
with lasting durability. Wood is pleasant to touch, 
rich in appearance, easy to keep clean and pol- 
ished. Wood takes heavy punishment, It is difficult 
to mar, scratch or dent and will outlast other 
materials many times over. Wood is beautiful. 
Wood is economical. 


Carrom Furniture is made of beautifully grained 
Select Northern Hard Birch, the finest and strong- 
est of woods. it is constructed in a manner that 
assures long, trouble-free service, even though 
subjected to extremely hard usage. And Carrom 
Furniture is finished with Enduro, a strong, hard, 
durable finish, which not only protects against 
scratches, burns and stains but also brings out 
warmth and beauty, adding new distinctive lustre. 
in Carrom you find the styling you want—tradi- 
tional or modern, standard or special. Make your 
choice of furniture Carrom Wood Furniture. Write 
today for our complete, illustrated catalog. 


CARROM INDUSTRIES, INC. 
Ludington, Michigan 
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Chrome baffle plate protects 
finish, provides easy access to 
gears. Stainless steel scuff plate 

is also standard. 


Offers more treatment posi- 
tions more quickly than any 
other comparable bed on the 
market because it can be 
cranked from either end. 


Available with Hard Slida- 
Side, the modern space-saving 
safety side. Fittings are stand- 
ard on all Multi-Hites for easy 
installation of Slida-Sides. 


See the Hard Display, Booth 653, A.H.A. 
Convention. 


NOW YOU CAN FIT 
FAMOUS HARD QUALITY 
AND SAFETY INTO 

ANY BUDGET! 


HARD Triple Service 
MULTI-HITE BED 


Available in Three Styles 


SINGLE CRANK SERVICE—raises and lowers spring with hand crank 
operation from four convenient positions. 


SINGLE CRANK SERVICE WITH NUR-SAVER*—WMotor driven unit ad- 
justs headrest automatically. 


ELECTRO-MATIC SERVICE*—wMotor driven unit raises and lowers com- 
plete spring automatically. Saves nurses time and energy, bed adjusts to 
desired height while nurse performs other duties. 


*CONVERT MULTI-HITE BEDS NOW IN USE to automatic opera- 
tion with Hard Power Pack (for Electro-Matic Service) and Nur-Saver 
units. Contact your dealer-salesman, or write 

HARD MANUFACTURING COMPANY, BUFFALO 7, NEW YORK 
Shown below is Hard’s 5 Feature Omega Room Group 


MANUFACTURING 
COMPANY 
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FROM WASHINGTON—The Health 
Amendments Act of 1956 was 
passed by the full House after 
having been favorably reported on 
by the House Interstate and For- 
eign Commerce Committee. 

There is a minor difference be- 
tween the House and Senate bills, 
but this is expected to be resolved 
quickly. 

Part of the act deals with a two- 
year extension of the Hill-Burton 
program. The committee, headed 
by Rep. Percy Priest (D-Tenn.), 
said the extension was not to imply 
that hospital construction needs 
could be met by 1959. 

It was estimated, by the com- 
mittee, that there will be an es- 
tablished need for 2,050 hospital 
construction projects in the next 
three years. The estimated cost 
for the projects was set at $1.9 
billion. 

@ Under the leadership of Sen. 
Walter F. George (D-Ga.) Con- 
gress has approved and sent to the 
President a liberalized social se- 
curity bill which provides insur- 
ance for disabled workers over 50 
and reduces the eligibility age on 
old-age assistance for women from 
65 to 62. 

The bill as passed by Congress 
also: extends social security cov- 
erage to about 200,000 self-em- 
ployed lawyers, dentists, and other 
professional people now excluded; 
increases the federal share of pub- 
lic assistance payments to the 
needy aged, dependent children, 
the blind, and the disabled. 

Congress adopted the Senate 
version on disability insurance 
after a 47-45 Senate vote on July 
17. Despite opposition from the 
administration and the American 
Medical Association, the disability 
features of the bill were carried. 

Asked in Senate debate if this 
measure would not open the way 
to socialized medicine Sen. George 
replied: “no, it cannot... Let me 
say that so long as we retain our 
free economy socialized medicine 
can be brought into this country 
only by the doctors themselves. 
Someone should have the courage 
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to say to them that if they continue 
to make such trifling objections, 
they may invite something bad.. .” 

® President Eisenhower has 
signed a bill approving heavier 
penalties for smuggling narcotics 
or selling them to juveniles. 

® The House Interstate and For- 
eign Commerce Committee has 
given its approval to the National 
Library of Medicine bill. The 
House committee amended the 
Senate version in that it would 
leave up to the 17-man board of 
regents the choice of the specific 
location of the library. The Senate 
version specifically called for lo- 
cation in the Washington, D.C., 
area. A joint Senate-House com- 
mittee must now come to some 
agreement on the measure. 

@ Congress has sent to the White 
House for signing the Alaska men- 
tal health bill, which authorizes 
$6.5 million to start construction 
of mental hospital facilities, In ed- 
dition Congress voted $6 million to 
begin early operation of the pro- 
gram and set aside one million 
acres of public land in Alaska to 
help finance the mental health 
program. 

® House and Senate conferees 
have agreed on a compromise ver- 
sion of a medical research grant 
bill which provides $90 million in 
matching grants over a three-year 
period to aid nonfederal construc- 
tion of laboratory facilities doing 
research in “sciences related to 
health.” 

Business Administra- 
tion loans to nursing homes, which 
recently were given a go-ahead 
signal by the SBA, will be tempo- 


rarily delayed while the loan or- 
ganization develops new criteria 
for loan-making. SBA Adminis- 
trator Wendell B. Barnes has 
ordered that an original set of cri- 
teria sent out to field offices be 
redrafted before any loans can be 
approved. The SBA has held con- 
ferences with representatives of 
nursing homes to set up the new 
loan framework. 

@ Investigation of the “high 
cost” of antibiotics is being con- 
tinued, the Federal Trade Com- 
mission has reported. Eighteen 
major “wonder drug” producers 
are being contacted for marnufac- 
turing data, sales information, 
patent claims, and other informa- 
tion relating to the study. 

@® President Eisenhower has 
signed a bill calling for the ex- 
penditure of $200,000 for the plan- 
ning and design of a $4 million 
building at Bethesda, Md., for the 
National Institute of Dental Re- 
search, 

@ Reps. Eugene J. Keogh (D- 
N.Y.) and Thomas B. Curtis (R- 
Mo.) have introduced identical 
bills in the House permitting de- 
duction of contributions to institu- 
tions engaged in medical research. 
The bills state that the recipient 
organizations must be “directly en- 
gaged in the continuous active 
conduct of medical research in 
conjunction with a hospital. . .” 

® The Pentagon's latest draft of 
a plan for offering civilian medical 
and hospital care to dependents of 
uniformed service personnel was 
to be presented at a conference in 
Chicago July 28-29. Representa- 
tives of the state medical societies 


Worth Quoting 


room rates and so on... 


“ . . [Mention of stories) about hospital costs, about expansion 
plans, about policy changes involving patient care, employee salaries, 
makes some hospital administrators reach 
for their . . . pills. But if hospitals are ever going to get their story 
across to the public, they must overcome these journalistic jitters and 
take the public into their full confidence. For when all is said and 
done, public institutions cannot be run like private clubs. And hoepi- 
tals certainly are public institutions . . ."-——John Troan, Pittsburgh 
Press science editor, speaking at the American Hospital Association 
Institute on Hospital Public Relations, Pittsburgh, Jane 21, 1956. 
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were invited to attend and discuss 
the proposals. (See p. 86.) 


MILTON EISENHOWER HEADS JOHNG 
HOPKING UNIVERSITY——Milton S. 
Eisenhower, the President’s broth- 
er, has been elected the eighth 
president of Johns Hopkins Uni- 
versity, Baltimore. 

Mr. Eisenhower, who recently 
resigned as president of Pennsyl- 
vania State University, will take 
office this fall. He succeeds Lowell 
J. Reed, Ph.D., retiring as presi- 

| dent after serving on the faculty 
and administration for 38 years. 


Mr. Eisenhower is a member of 
a special committee advising the 
President on problems of govern- 
ment organization and manage- 
ment. The President has said he 
would name his brother as United 
States representative to a pro- 
posed Pan-American commission 
which was discussed at the recent 
conference of western hemisphere 
leaders in Panama City. 


MASSACHUSETTS AUDITS HOSPITALS’ 
MEDICAL RECORDS — Massachusetts’ 
law governing hospital licensing 
has been amended to clarify the 


“. .. Now watch that corner, don’t pass that cart 


| too fast, keep your eye on those swinging doors, 
7 and be sure everything is Lysol clean!” 


In the operating room, delivery room, throughout 

the entire hospital, Lysol® lives up to its reputation 

as the disinfectant for efficient, dependable action. 

When it was introduced over fifty years ago, Lysol was 
| : far ahead of its time. Today, refinements resulting 


New improved 


from continuous research have made the 
new formula Lysol Brand Disinfectant better than ever. 


Bactericidal, fungicidal, and tuberculocidal — 


Lysol reduces the chances for cross-infection to a 
minimum. On application, it destroys all the commonly 
encountered infectious organisms almost 


Non-injurious 
Non-corrosive 


A little Lysol goes 
a long way... 

only | part Lysol 

per 100 parts of water 
is required for 

general disinfection. 


immediately and, for as long as a week later, kills 
new airborne contaminants as they touch 
the disinfected surfaces. 


Hospital personnel, as well as patients, appreciate 
the added sense of security given them when Lysol is 
standard procedure for every disinfection need. 


W ould you like a brochure describing the many regular uses 
of Lysol ? I/ you have a special disinfection problem, our 
technical staf may be able to help you solve it. For literature 


or assistance, please write. 


| Available through 
your surgical and 


hospital supply dealer. 


Lysol is @ registered trademart 


Lehn & Fink Professional 


PRODUCTS CORPORATION 
445 Park Avenuse, New York 22, New York 


Division 


state health department’s status 
in examining medical records of 
unaccredited hospitals. The amend- 
ment states that hospitals must 
pay for such examinations. 

Under the amendment the health 
department may order an exami- 
nation of the medical records and 
“staff qualifications of all proprie- 
tary hospitals, sanatoria and all 
voluntary hospitals not fully ac- 
credited by the Joint Commission 
on Accreditation of Hospitals, and 
may order such an examination of 
the medical records of other hospi- 
tals as said department may deem 
necessary...” 

Cost of the examinations, to be 
conducted under health depart- 
ment supervision, “. .. shall not 
exceed $25 per thousand patient 
days in any fiscal year, or $500, 
whichever is the lesser...” 

The law, signed by Gov. Chris- 
tian A. Herter, becomes effective 


Sept. 11. 


} CHICAGO HOSPITALS GIVE SALK SHOTS 
—In an attempt to stem the rising 
tide of poliomyelitis in Chicago, 
hospitals there are setting up spe- 
cial clinics to give Salk vaccine 
inoculations in cooperation with 
the private and municipal health 
department programs already un- 
derway. 

As of midnight July 23 Chicago’s 
health department said 300 polio 
cases had been reported. Eight 
other cases have resulted in death. 
There were 45 polio cases and two 
deaths in the same period in 1955. 

Of the reported cases, 206 (69 
per cent) have occurred in chil- 
dren five years of age and younger. 
Of the 300 cases 186 were found 
to be paralytic; 15 of the 186 had 
previous Salk shots, the health de- 
partment said. (See p. 88.) 


> VA OUTLINES NEW RESEARCH PRO- 
GRAMS—The neuropsychiatric, car- 
diovascular, cancer, tuberculosis, 
and geriatric fields will be given 
increased scrutiny as a result. of 
the $10 million research appropria- 
tion given by Congress to the Vet- 
erans Administration. (See p. 87.) 

As a separate project the VA is 
also undertaking an evaluation of 
mental patient care. The study, to 
determine which treatments show 
the most promise of aiding mental 
patients, is to take place in 12 VA 
hospitals. (See p. 88.) 
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Auxiliary program material 


We would appreciate any materials 
or suggestions in making plans for 
hospital auxiliary programs. 


The American Hospital Associa- 
tion has published a manual, Plan- 
ning Educational Programs for 
Hospital Auxiliaries, which, I be- 
lieve, would be of great help to 
you. It can be purchased from the 
AHA for $1.50 or can be sent to 
you on loan for two weeks from 
our library. 

We also have in our files much 
helpful material for program 
chairmen, including a group of 
skits particularly applicable to 
annual meetings. The material in 
our project loan file is available 
to our Type V members, that is, 
auxiliaries affiliated with the 
American Hospital Association. 

—-PATRICIA SUSSMANN 


FICA deductions 
Should FICA deductions be made 


from interns’ and residents’ salaries? 


Interns are specifically exempt 
under the Social Security Aet 
essentially for the reason that 
their services in the employ of a 
hospital are regarded to be a 
necessary continuation of their 
medical school curriculum and a 
condition precedent to their right 
to obtain a state license to practice 
medicine. Consequently, it is un- 
necessary to make deductions for 
them under the Federal Insurance 
Contributions Act. 

Residents, however, are licensed 
physicians earning retirement 
benefits under the Social Security 
Act. Therefore, FICA deductions 
should be made for residents. 

—~JOHN KELLY 


Nursing care plans 


We are interested in a written plan 
for nursing care. Can you give us any 
references for this information? 


We believe the following refer- 
ences will prove helpful to you in 
developing a nursing care plan: 

Harmer, Bertha and Henderson, 


The answers to these questions should not be con- 
strved as being legal advice. Hospitels with legal 
problems are advised to consult their own attorneys. 
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Virginia. Textbook of the Princi- 
ples and Practice of Nursing, 5th 
ed. (New York, Macmillan, 1955) 
Chapter 4: The plan of care for 
the patient. 

Lambertsen, Eleanor C. Nursing 
Team, Organization and Function- 
ing, (New York, Teachers College, 
Columbia University, 1953) Chap- 
ter 7: Individual nursing care 
plans. 

Randall, Margaret. Ward Ad- 
ministration, (Philadelphia, 
Saunders, 1949, pp. 17-30: Plan- 
ning patients’ care).—-HELEN YAST 


Fire retarding paint 

We are considering using fire re- 

tarding paint when we paint our hos- 

pital this spring. What is the value 
of this paint? 


The use of fire retarding paint 
does not produce the fire protec- 
tion which many people expect. 
Quoting from an article by H. G. 
Hughes (‘Pertaining to Paint,” 
Canadian Hospital, 32:47 July 
1955): 

“Fire retarding paints should 
be used with caution and in no 
way should they be .expected to 
supersede normal fire precaution, 
the best of which is fire resistant 
construction. 

“The principle of some of these 
paints is that when in direct con- 
tact with flames, they bubble and 
form a protective crust. There are 
various types on the market, Few 
combine good paint properties 
with fire retardant qualities. It 
should be recognized that these 
paints do not produce noncom- 
bustible construction.” 

Data Sheet D-372, “Fire Retard- 
ing Treatment for Wood,” pub- 
lished by the National Safety 
Council, 425 N. Michigan Ave., 
Chicago 11, may also be of interest 
to you.—GERALD A. WEIDEMIER 


internal Revenue form 990-A 
Must nonprofit hospitals file annu- 
ally Internal Revenue Form 990-A? 


Section 6033 of the Internal 
Revenue Code of 1954 is quite 
explicit on this point. In general, 
it states that religious organiza- 
tions operating nonprofit hospitals 
do not have to annually file this 


statement nor do charitable or- 
ganizations, provided they are sup- 
ported in whole or in part by 
funds contributed by the federal 
government or any state or poli- 
tical subdivision thereof; or is 
primarily supported by contribu- 
tions of the general public. Except 
for certain other organizations 
which are also specifically ex- 
empted by this section, all others 

are required to file. 
Administrators not clear on this 
point should discuss their particu- 
lar case with their legal counsel. 
~ JOHN T. KELLY 


Editorial policy 


The question has been raised 
whether prior publication of a paper 
prohibits an author from later smb- 
mitting it to HOSPITALS, Journal of 
the American Hospital Association, 

Would you kindly give us your edi- 
torial policy on this issue? 

Our Journal is, by and large, a 
journal of original publications 
and, customarily, prior publica- 
tion means that we do not publish 
the paper in full. We do carry ab- 
stracts of papers carried in other 
journals, however. 

Like most rules, there are excep- 
tions to this and we try to fit the 
answer to each situation so that 
the needs of the hospital fleld will 
be best served. 

One factor we would consider 
would be the distribution of the 
publication in which the paper first 
appeared, If the distribution were 
quite limited, it would have little 
effect on our ultimate editorial 
decision. JAMES E. HAGUE 


CORRECTION 


An error which may confuse 
some readers appeared in the July 
1 issue in the item defining “an- 
cillary.” 

The sentence should have read: 
“Because the word auxiliary has 
commonly come to be used to de- 
note the group of volunteers who 
serve in the hospital, the word 
ancillary has been used for these 
other departments instead of aux- 
iliary, in order to avoid confusion, 
and the ‘subordinate’ connotation 
does not apply.” 


Baby's first ‘song’ makes a hit record 


The first sounds of a newborn 
child are both transmitted to the 
fathers’ waiting room and per- 
manently recorded on an alumi- 
num disk at California Hospital, 
Los Angeles. The disk, together 
with a souvenir birth certificate, 
is given to the mother when she 
leaves the hospital. 

The broadcast to the fathers’ 
waiting room was instituted some 
years ago to conserve the time of 
doctors, interns and nurses who 
were constantly asked for infor- 
mation on the mother’s condition. 
The broadcast kept the fathers 
and relatives in the waiting room 
and out of busy corridors. 

Many fathers, thrilled at hear- 
ing the first cries of their children, 
asked if there might be a tran- 
scription made so that the event 


could be preserved for the 
mother’s enjoyment and perman- 
ent record. 

In response to these requests, 
the hospital recently purchased a 
recording device and connected it 
to the microphone used to make 
the waiting room announcements. 
The microphone, located in a util- 
ity room between two delivery 
rooms, is actuated by a foot con- 
trol operated by the doctor as he 
gives the routine spanking. 

A typical transcription sounds 
like this: 


“Calling Mr. Brown. Calling 
Mr. Brown.” 


(Cries of the newborn infant) 
“This is Dr. Jones, Mr. 


Brown. You have just heard the 
voice of your baby boy, born at 


California Hospital today, Au- 
gust 1, at 2:15 a.m. Mother and 
baby are doing nicely. And, Mr. 
Brown, in three minutes come 
to the double doors in the cor- 
ridor and meet your new son. 
Later you may also see your wife 
in her room. That is all!” 


The mother hears the recording 
the following day during an inter- 
view with a clerk who fills out 
the birth certificate. The disk is 
played on a transcriber on wheels. 

California Hospital considers the 
service valuable from a public re- 
lations standpoint. A news release 
describing the procedure resulted 
in considerable publicity in news- 
papers and on radio. Also, a com- 
mercial newsreel firm has filmed 
the service for showing in theaters 
and on television. al 


(1) A UPE IS beginning at California Hospital. The father hears the 
doctor's announcement of the birth of his child from a loudspeaker 


with hearing his first sounds. (4) The new mother hears the record for 
the first time the next day and (5) it is presented to her and her 


connected with a microphone in the delivery room. (2) The announce- husband as she leaves the hospital. (6) Parents can hear the record 
ment is recorded on a machine set in motion with a foot pedal by the at any time at home. Some have duplicates made to use as unusual 


doctor. (3) In coming years the child ne doubt will alse be intrigued birth announcements. | 


Athletic safety program 


A practical program for reduc- 
ing the number of injuries result- 
ing from high school athletic con- 
tests has been developed by the 
Maine Medical Center, Portland. 

Aimed at diminishing athletic 
injuries by emphasizing preven- 
tion, by encouraging prompt treat- 
ment, and by postpractice and 
postgame examinations, the pro- 
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gram goes beyond the customary 
physician-in-attendance plan. 

The program includes a doctor’s 
attendance at all athletic events. 
He helps in pregame preparation 
of players, including special] taping 
or strapping and instruction in this 
work for the player or his trainer 
or coach, 

The doctor also examines in- 
jured players on the field, gives 
emergency treatment when neces- 


sary, and makes postgame exam- 
inations. Monday morning clinics 
for injured players are held at the 
medical center. Doctors in the pro- 
gram contribute their time; all 
services are without professional 
charge to the student athletes. 
The medical center views the 
program as collaborative medicine, 
with athletes making the acquain- 
tance of the center and its services 
in a manner satisfactory to all. ® 
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‘Let me have the data 


TODAY 


on departmental expense 
for last month, please.” 


“Here’s the budget 
control report for the 
month, Sir.” 


Hospital accounting is never child’s play 
... but IBM punched cards do make it easier 


Fifteen vital accounting and record- 
keeping functions — from materials 
control to medical records —are per- 
formed quickly, accurately and auto- 
matically with IBM punched cards. 


Swiftly moving from one job to an- 
other, your IBM equipment serves 
not only billing and accounts receiv- 
able, but every one of your business 
and statistical operations. Result? 
You gain a degree of control you 


never thought possible in such var- 
ied and often costly operations as: 


Accounts Payable Inventory 
* Medical Records - Cost Account- 
ing * Budgetary Control - Census 
and Bed Control - Payroll - Person- 
nel Records - Fund Accounting 
‘ Patient Billing - Accounts Receiv- 
able - General Accounting « Collec- 
tions Insurance Accounting Daily 
Revenue Control - Statistics. 


A new booklet, “Hospital Account- 
ing,” outlines the equipment, pro- 
cedures and economies of an IBM 
installation, For your free copy, call 
your local IBM representative or 
write: HOSPITAL DEPARTMENT A56, 
International Business Machines 
Corporation, 590 
Madison Avenue, 
New York 22, New 
York, 


DATA 
DATA PROCESSING ELECTRIC TYPEWRITERS TIME EQUIPMENT MILITARY PRODUCTS | | 
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what are the 4 B and vitamins? 


| 


. 


for the nurse 


P P FOR PRACTICALITY ... 
new “‘color-break”’ ampuls. . . 
no files needed. . . Berocca-C 

can be sdiinlatered either by 

injection or in parenteral 


nutritional fluids. 


for the physician 


P FOR POTENCY... BEROCCA-C 


for the pharmacist 
is a concentrated source of 


P FOR PACKAGING ... BEROCCA-C B-complex and C vitamins. 
is available in ampuls and Also available as Berocca-C 500 with 
multi-dose vials ready 500 mg of vitamin C per unit. Indicated for 
for immediate meee preoperative build-up and postoperative 
requires no mixing or diluting. nutritional reinforcernent. 


Saves time, saves space. 


BEROCCA®=C 


2-cc ampuls, boxes of 6, 25 and 100; 
vials, 20 cc, boxes of 1 and 10. 


BEROCCA-C S500 


Duplex ampuls, (one containing Berocca-C and the other containing 400 mg 
additional Vitamin C Sodium Injectable ‘Roche’), boxes of 6 and 50. 


Onder direct from Rocke: at hospital, pricer— 


HOFFMANN-LA ROCHE INC - ROCHE PARK - NUTLEY 10-N. J. 
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editorial notes ae 


—a giant step forward 


At a special conference July 10 
in Chicago, Blue Cross Plans voted 
to reorganize the Blue Cross Asso- 
ciation, formed in 1948. This as- 
sociation will now serve as a cen- 
tral agency through which local 
plans will service national accounts 
on a nationwide basis. 

Employers with plants in vari- 
ous sections of the country will 
now be able to negotiate with a 
national enrollment spokesman to 
obtain uniform national benefits 
for their employees. 

This reorganization marks a 
giant step forward for Blue Cross. 
It will greatly strengthen the or- 
ganization’s national position. 

An article by Ray K. Swanson 
(page 46, this issue) explains to 
hospitals the reorganization’s sig- 
nificance. This reorganization can- 
not help but bolster the bargaining 
position of nonprofit prepaid health 
care programs across the nation. 


—learning to share 


Simple economics, probably as 
much as altruism, have caused 
hospitals to start sharing their pos- 
sessions with each other. It is not 
at all uncommon for an adminis- 
trator to call a neighboring hospi- 
tal and ask for a respirator or some 
other piece of equipment. Occa- 
sionally, as in the case of united 
funds, hospitals will even share 
money. 

The idea of sharing people has 
gained acceptance more slowly. 
The sharing of the professional 
skills of the radiologist and pathol- 
ogist is a well-established practice. 
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But in other areas, such as medical 
records and dietetics, the sharing 
principle is much more recent. 
The shared dietitian—if she is 
a good dietitian—can be a boon to 
the small hospital administrator 
who either cannot afford a full- 
time dietitian or is unable to find 
anyone to fill the job. There are 
a number of experienced dietitians 
throughout the country, now inac- 
tive in the dietetic field, who might 
be willing to return to hospital 
work if the right opportunity came 


Special progress report on the 
American Hospital Association's 


headquarters building appears 
on page 43. 


along. To some, the idea of heading 
the dietary departments in two 
hospitals might seem an intriguing 
challenge. That was the case with 
Mrs. Irene Dowd of Paw Paw, 
Mich., who two years ago agreed to 
go back to work for two hospitals 
near her small-town home, after 
being out of the field for several 
years. Today Mrs. Dowd and the 
two administrators she works for 
are very glad she made the deci- 
sion. So are her patients. 

For a picture story on Mrs. 
Dowd’'s life as a shared dietitian, 
turn to page 37. 


—annual guide issue 


This is the annual Guide Issue 
of WOSPITALS, JOURNAL OF THE 


AMERICAN HOSPITAL ASSOCIATION. 
Part 2 is the up-to-date refer- 
ence source eagerly awaited each 
year by many in the hospital field. 


It contains a listing of hospitals, 
basic statistics on hospital utiliza- 
tion and operation, directories and 
guides to management. 

This year’s Listing of Hospitals 
contains detailed data reported 
by hospitals accepted for listing 
by the AHA through Sept. 30, 
1955, with supplementary data 
on hospitals accepted for listing 
after that date. The fine response 
of these individual hospitals to the 
annual questionnaire request for 
information makes the. presenta- 
tion of this information possible. 

The basic statistics on the listed 
hospitals complete the first decade 
of the regular series of the AHA. 
They also continue the tabula- 
tions formerly presented annually 
by the American Medical Associa- 
tion. 

The remaining sections of part 
2 are intended to serve as day-to- 
day aids for the busy administra- 
tor. The Directory Section has 
been designed to serve as a refer- 
ence to Association services and 
memberships, to organizations and 
agencies in the hospital and health 
fields, and to professional schools. 
Management Guides for 1956 in- 
troduces the annual administrative 
timely summaries of dis- 


reviews 
cussion and action in 15 areas of 
hospital operation and manage- 
ment. 


Planning for this year’s Guide 
Issue was directed toward organ- 
izing the material for ready refer- 
ence. Part 1 of this Guide Issue 
includes, on page 30, an article 
on “How to Use Your Guide Issue,” 
which explains how the material 
has been organized. 
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by JANE £. WRIEDEN 


Wwe CAN I find a place to 
stay’? How can I get medical 
care? What shall I do with the 
baby? Can I keep it secret? Ques- 
tions like these burden the person 
who is pregnant out of wedlock. 
Estimates show that there are 
150,000 such persons each year 
who give birth to a child out of 
wedlock; 62,000 of them under 20 
years of age. 

Many of these patients do not 
get good medical care early enough. 
In a study made in one city, it was 
found that 23 per cent of the un- 
married mothers had no prenatal 
care as compared with 4 per cent 
of the married women, In that 
same study, 47 per cent of the 
unmarried women by the end of 
the sixth month of pregnancy had 
made a prenatal medical visit as 
compared with 87 per cent of the 
married women," 

All of these patients need help 
with finding the answer to the 


Jane E. Wrieden is a brigadier in the 
Salvation Army. She is administrator of 
The Salvation Army Booth Memorial Hos- 
pital, Cleveland, Ohio. 


*Children's Bureau, United States De- 
partment of Health, Education, and Wel- 
fare, “Protecting Children in Adoption,” 
report of a conference held in Washing- 
ton, June 27-28, 1955. 
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the unmarried obstetrical patient 


question, “What shall I do with 
the baby?” Seventy-two per cent 
of the children adopted by people 
other than relatives are the chil- 
dren of unmarried mothers.** It is 
at this point of decision about the 
baby, that the unmarried expectant 
mother needs the most skilled help. 
For the protection of all concerned 
natural mother, child, adopting 
parents-——the service of a licensed 
adoption agency is essential. For 
the unmarried mother who wants 
to keep her baby, the service of 
a social agency is also helpful. 

As early as possible, then, what 
the unmarried expectant mother 
needs is not only good medical care 
but good legal advice and good 
social service. She needs help not 
only with her practical plans, but 
with her real feelings about her- 
self and her coming baby. The so- 
cial worker, through her profes- 
sional training and experience, as 
well as her knowledge of resources, 
is equipped to assist other profes- 
sions in coordinated planning. Only 
when medical, legal, and social 
services work together can the un- 
married obstetrical patient get the 
total help she needs. 


**Ibid p. 


, an eight-point guide to help hospitals in caring for 7% 


\ 
> a 


The hospital where the unmar- 
ried expectant mother goes to have 
her baby becomes an extremely 
important part of the whole serv- 
ice, What is the role of the hospital 


administrator in such complex 
problems? Here is an eight-point 
guide which I hope will help ad- 
ministrators in caring for the un- 
married obstetrical patient in the 
hospital: 

1. Know something about the 
extent and nature of the problem 
of unmarried parenthood—medi- 
cal, legal, economic, social, and 
psychological factors. 

2. Know what resources there 
are in your community to help 
unmarried parents. 

3. Know what the law is in your 
state regarding adoptions. 

4. Know what is happening to 
unmarried obstetrical patients in 
your hospital, including the mar- 
ried obstetrical patient whose hus- 
band is not the father of the baby. 

5. Know what is involved in 
good patient care for the unmar- 
ried mother and her baby, and 
how your hospital can help. 

6. Communicate this knowledge 
to your medical staff, board of 

(Continued on page 28) 
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duties of hospital personnel 


in adoption cases 


HEN ADOPTIONS are handled 

by licensed child placement 
agencies, the hospital has no prob- 
lem beyond that of medical care. 
The problems about adoptions oc- 
cur in the unlicensed placements. 
Some hospital administrations 
tend to treat the mother of the 
newborn about-to-be-adopted 
child very much like a customer in 
a parcel checkroom. The principal 
aim seems simply to make sure 
that the bundle is given to the 
same claimant who brought it in. 
In a parcel checkroom, however, 
the checkroom attendant can, with 
a clear conscience, say: “What our 
customer does with her bundle 


— 


Leon M. Despres is an attorney in Chi- 
cago. He is chairman of the States At- 
torney’s Commission on Adoption and a 
past chairman of the Chicago Bar Asso- 
ciation’s committee on adoption law. 
This article is based on an address pre- 
sented by Mr. Despres at the 1956 Tri-State 
Hospital Assembly in Chicago in May. 
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after she leaves us is no concern 
of ours. We have discharged our 
duty by keeping the bundle safe 
and returning it to the holder of 
the check.” 

Hospitals cannot afford to take 
this position. They cannot say that 
their obligation of caring for the 
child in the hospital has been ful- 
filled because the bill has been 
paid. 

Most hospitals are affected in 
one way or another with public 
and community interests. Most are 
legally nonprofit institutions up- 
holding a standard of service which 
the rest of the community might 
well emulate. 

Apart from the moral questions 
involved in handling the newly 
born about-to-be-adopted child, 
the laws of many states no longer 
permit unrestricted private, un- 
licensed placement of children for 


/ by LEON M. DESPRES 


adoption. Thus, if hospital employ- 
ees acquire knowledge in their 
work which indicates to them, as 
reasonable people, that an un- 
licensed placement for adoption is 
being made, they must take action. 
Failure to do so exposes a hospital 
to question about its license. 

In Indiana, for example, the 
statute provides that no person 
other than a judge of a court may 
give out a child for adoption or 
place him in the permanent care 
of a nonrelative. Unlicensed place- 
ment is illegal. 

In Wisconsin, only the child's 
parent or guardian, or the state 
department, a county agency, or a 
licensed child welfare agency may 
place a child for adoption. Even 
the parent or guardian must first 
obtain written approval of the 
county court. 

Illinois forbids placement for 
adoption except by the mother, a 
close relative, or a licensed private 
or public child placement agency, 
or by a court in a dependency pro- 
ceeding. 

Michigan forbids placement for 
adoption except by a parent, 
guardian, relative, licensed child 
welfare agency, or governmental 
unit. No child may be placed for 
adoption in any home until a court 
order has been entered terminating 
parental rights and making the 
child a ward of the court. Hospital 
personnel are expressly forbidden 
from engaging in any activity in 
connection with placing a child 
for adoption. 

In these four states, the penalty 
is fine, imprisonment, or both. 
These provisions are typical of the 
statutes of many states. Although 
the statutes have not generally 
been strictly enforced either crim- 
inally or civilly, the climate of 
public opinion appears to be grad- 
ually compelling their enforce- 
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ment. It would be wise for hos- 
pital administration to recognize 
the trend and take steps to alert 
personnel, Incidentally, the know]- 
edge of any hospital personnel is 
imputable to the hospital adminis- 
tration. 

What are the indications of the 
unlicensed placement of a new- 
born child? The clearest indication 
occurs when the mother tells hos- 
pital personnel that she is going 
to have the child placed for adop- 
tion. Other suggestive indications 
are: nonvisitation of child and 
mother, absence of visitors to the 
mother, visitation by lawyers, ex- 
treme secretiveness about the cus- 
tomary details which mothers gen- 
erally discuss, elaborate arrange- 
ments about departure time, the 
sudden last day delivery of a set 
of baby clothes by a stranger, in- 
spection of the baby by persons 
who have no relationship with the 
mother, and many other acts. 

What ought a hospital to do 
when these indications are obvi- 
ous? The hospital should immedi- 
ately demand and obtain a com- 
plete statement of explanation 
from the physician and from all 
other personnel involved. No phy- 
sician can successfully retort that 
this is his business. It is the hos- 
pital’s business. A hospital should 
not tolerate a_ proliferation of 
criminal acts by staff or personnel. 
More important, the whole future 
of an individual is at stake—a 
person whose rights are entitled to 
complete protection, but who is 
himself totally unable to protect 
them-——the newborn child. In many 
cases, the child's life is about to 
be so misshaped and distorted that 
his birthright may be denied. Is 
this not the hospital's business? 

If the mother, or a legally per- 
mitted relative, is doing the place- 
ment the hospital should, in my 
opinion, protect itself by obtaining 
clear written evidence of the le- 
gality of the procedure. This state- 
ment should include evidence that 
the mother, or legally permitted 
relative knows the names and the 
address of the adoptive parents, if 
in fact she does. The natural moth- 
er probably will not have this in- 
formation because in the majority 
of unlicensed placements she is 
kept from knowing the identity of 
the adopting parents and neither 
she nor her family does the place- 


ment. Certainly, the natural moth- 
er should be treated with the ut- 
most sensitivity and consideration. 

Since the natural mother and the 
legally permitted relative will 
probably not have the requested 
information, and since in all] likeli- 
hood someone without lawful li- 
cense is placing the child, the 
hospital should request the inter- 
vention of either a licensed child 
placement agency, if the parties 
consent to bring one in, or the 
state department of public welfare 
or its appropriate branch. Every 
state provides for a dependency 
proceeding in which the rights of 
the child can be protected pending 
placement. The legal responsibili- 
ty on the hospital is too great for 
it to bear it alone. Hospitals are 
not licensed child placement agen- 
cles, 

A firm policy which requires 
complete disclosure from the phy- 
sician should be all that is neces- 
sary, provided the hospital admin- 
istration is ready to back up its 
policy. There are cases where un- 
licensed placements are made or 
activated by hospital personnel; 
even some cases where supervisory 
personnel keep lists of applicants 
for available about-to-be-adopted 
newborn children, The hospital ad- 
ministration should be aware of 
such situations and deal with them 
firmly. 


When the unlicensed placement 
of children is done for money, we 
all join in condemning such mer- 
cenary human brokerage activity. 
We place it outside the realm of 
socially approved practices and 
call it black market. 

However, the gray market is 
unlicensed placement and _ al- 
though it does not share this uni- 
versal moral condemnation it is 
also dangerous to the child. Some 
gray market placements are suc- 
cessful and many people who en- 
gage in them are sincere and, in 
some ways, unselfish. However, 
despite certain obvious personal 
satisfactions, gray market place- 
ments are usually based upon in- 
adequate evaluation of the child 
or the adopting parents, inade- 
quate choice of the adopting home, 
absence of adequate observation 
and supervision, and use of harm- 
ful standards and criteria. Demon- 
strably, adoptions by licensed 
agencies have a far better chance 
of success and happiness for all 
concerned. The tragic failures oc- 
cur primarily in the black market 
and gray market adoptions. 

For moral and humanitarian, as 
well as for legal reasons, hospitals 
cannot ignore their responsibility 
in cases where evidence indicates 
that they are being made the arena 
for unlicensed placements for 
adoption. 


the unmarried obstetrical patient 


(Continued from page 26) 


trustees, and hospital personnel. 

7. Formulate definite policies and 
procedures regarding the care of 
unmarried obstetrical patients in 
your hospital. 

8. Delegate responsibility, and 
authority commensurate with that 
responsibility, to insure that these 
policies and procedures are carried 
out—not only the letter but the 
spirit of the policies and pro- 
cedures. 

Knowing, communicating what 
he knows, formulating policy and 
procedures, delegating responsibil- 
ity—these are functions of the ad- 
ministrator. How can the busy hos- 
pital administrator do all this? It 
is not easy. It invol¥es a continuing 
process of interpretation and im- 


plementation of well-defined pol- 
icies. Here are some suggestions 
which may be useful to adminis- 
trators: 

If you have a social service de- 
partment, place responsibility with 
your director of social service to 
coordinate planning with unmar- 
ried obstetrical patients. Remem- 
ber to include in this group of 
patients the married patient whose 
husband is not the father of the 
baby. 

If you have no social service de- 
partment, and if you can’t get one 
in your hospital, designate a re- 
sponsible person to give attention 
to reservations received from doc- 
tors for unmarried obstetrical pa- 
tients. Make use of the social serv- 
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ice agency, or agencies, in your 
community. 

If you have preadmission his- 
tories, have the personnel who 
process these histories enlist the 
cooperation of your social service 
department; or, in the absence of 
a social service department, the 
person you expect to hold respon- 
sible for supervision of such ad- 
missions and discharges. One hos- 
pital discovered that unmarried 
obstetrical patients may try to 
register under the name of the 
prospective adopting parents. This, 
of course, can create serious prob- 
lems for the child, the natural par- 
ent, and the adopting parents. 

Work out some understanding 
with your medical staff regarding 
the admission and discharge of un- 
married obstetrical patients. One 
hospital has a regulation in the 
bylaws which prohibits any phy- 
sician from participation in the 
adoption of a child, and requires 
that unmarried mothers be referred 
to the hospital social worker. An- 
other hospital does not have any- 
thing written into the bylaws, but 
through close medico-administra- 
tive relationships, the administra- 
tor and medical staff have an 
understanding that all unmarried 
mothers are referred to the hos- 
pital social worker. The _ social 
worker and physician discuss the 
situation together, after which the 
social worker offers the patient an 
opportunity for an interview. 

Be sure you have safeguards in 
discharging babies of unmarried 
mothers. Some hospitals have a 
policy that babies may be dis- 
charged only to the natural mother, 
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or if the baby is to be adopted, 
that the baby must be discharged 
to an approved adoption agency. 
Some states require that any agen- 
cy or person other than the natural 
mother receiving a child from a 
hospital, must sign forms which 
are forwarded to the state depart- 
ment of health and/or the state 
department of social welfare. The 
wise hospital administrator keeps 
a copy of such discharge form in 
the patient's record. 

Instruct personnel regarding 
problems which may arise in re- 
cording births out of wedlock, in 
releasing information, in collecting 
hospital bills, etc. Try to find ways 
to give the unmarried obstetrical 
patient the privacy and confiden- 
tial treatment she may need while 
she is in your hospital. 

Help your nursing and other 
personnel understand the psychol- 
ogy of unmarried mothers; for ex- 
ample, how to meet questions such 
as: Shall I see the baby? Shall I! 
feed the baby? Shall I keep the 
baby? Here, the skilled profession- 
al nurse, in consultation with the 
physician, is in a strategic position 
to assist by enlisting the coopera- 
tion of the social worker. The con- 
ference technique, so useful to ad- 
ministrators in other areas, can be 
employed here to good advantage 
for interdepartmental! discussion in 
formulating, interpreting, and im- 
plementing procedures. 

Such policies and procedures 
help protect the unmarried mother, 
the child born out of wedlock. the 
adopting parents, and the hospital 
itself. Emphasis is on the whole 
person and on the team approach 


to the patient’s total needs. En- 
listing, as early as possible, the 
cooperation of the social service 
department in your hospital, or if 
you have no social service depart- 
ment, a social service agency in 
the community, is the key to co- 
ordinated planning and treatment. 
As the hospital administrator, you 
want to know what is going on in 
your hospital, and how the future 
of the unmarried mother and her 
child may be affected by what 
happens to them in your hospital. 
You want to be sure you have 
policies and procedures that help 
to prevent unprotected adoptions 
and that help to insure that the 
unmarried obstetrical patient and 
her baby receive the complete 
service they need. 

Here are a few sources for hos- 
pital administrators and personnel 
interested in further study of this 
important subject: 

1. Block; Babette: “The Unmar- 
ried Mother,” Public Health Nurs- 
ing, 43:375-381 (July) 1951. 

2. Children’s Bureau and Na- 
tional Office of Vital Statistics, 
United States Department of 
Health, Education, and Welfare: 
The Confidential Nature of Birth 
Records, including the special reg- 
istration problems of children born 
out of wedlock, Children’s Bureau 
Publication No. 332, Washington, 
D. C., United States Government 
Printing Office, 1949. 

3. Children’s Bureau, United 
States Department of Health, Edu- 
cation, and Welfare, Services for 
Unmarried Mothers, Washington, 
D. C., United States Government 
Printing Office, 1945. 

4. Children’s Bureau, United 
States Department of Health, Edu- 
cation, and Welfare, Adoption of 
Children, Washington, D. C., 
United States Government Print- 
ing Office, 1951. 

5. Thornhill, Margaret A., “Un- 
protected Adoptions,” Children, 
(Sept.-Oct.) 1955. 

6. Wrieden, Jane E., “To 
Strengthen Maternity Home Serv- 
ice for Unmarried Mothers,” The 
Child, 16:5-7, 11:28-29, (Aug.- 
Sept., Oct.) 1951. 

7. Wrieden, Jane E., “The Mean- 
ing of The Maternity Home,” Chil- 
dren, (Jan.-Feb.) 1956. 

8. Young, Leontine, Out of Wed- 
lock, MeGraw Hill Book Company, 
Inc., New York, 1954. bd 
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the ‘guide issue’ of HOSPITALS 
provides a wide range 

of useful facts of help and 
interest to hospitals everywhere 


how to use part 2 
of the ‘guide issue’ 


TO a recent survey, 
almost all hospital adminis- 
trators use Part 2 of the Guide 
Issue of WMOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION, and most of them consider 
it a year-round administrative 
aid. Yet a great many inquiries ad- 
dressed to the American Hospital 
Association request information 
already available to the inquirer in 
his own copy of the Guide Issue. 

Here, therefore, are some tips on 
the contents of this year’s Guide 
Issue and how it can be put to 
work for you, 


REVISIONS FOR CLARITY 


Each year the Guide Issue is 
somewhat revised toward these ob- 
jectives: 

® To bring readers the widest 
possible range of useful facts con- 
cerning hospitals. 

®To present these facts as 
clearly and concisely as possible, 
for easy reference. 

The first objective determines 
the material in the Guide Issue; 
the second determines how the 
material is presented. The revi- 
sions which have been made this 
year are concerned with both. 
Special efforts were directed to- 
ward condensing the contents to 
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the most useful material and to- 
ward more clear-cut organization. 

In its 1956 version, Part 2 of 
the Guide Issue consists of four 
main sections. Each section has its 
own heavy “divider page” giving 
a detailed table of contents and 
explanatory notes. The final pages 
of Part 2 present a comprehensive 
index of the contents. 

Section I is Hospital Statistics. 
This year marks the close of the 
first decade during which the 
American Hospital Association has 
presented its regular annual com- 
pilation of basic facts on the na- 
tion’s hospital plant, on its utiliza- 
tion by the public, on finances and 
personnel and on certain services 
and operations. 

Section II is the Listing of Hos- 
pitals. Here is found detailed data 
for each individual hospital ac- 
cepted for listing by the Associa- 
tion through Sept. 30, 1955, and 
supplementary data for hospitals 
accepted for listing through June 
8, 1956. 

Section III is the Directory Sec- 
tion. Here, for convenient refer- 
ence, are directories of: 

® The American Hospital Asso- 
ciation——its organization, its serv- 
ices and its memberships. 

® Organizations and agencies in 


the hospital and health fields. 


® Professional schools in the 
hospital and health fields. 
Section IV is Management 


Guides. This section introduces a 
1956 innovation—the “Annual Ad- 
ministrative Reviews.” Here are 
concise but comprehensive reviews 
of discussion and action in 15 areas 
of special interest to hospitals. The 
topics range from “Accounting and 
Financial Management” to “Pur- 
chasing.” 

Last but not least is the index— 
the tool through which the wide 
variety of information in the Guide 
Issue is made still more accessible 
for quick reference. 


USING THE LISTING OF HOSPITALS 


Hospital administrators have in- 
dicated that the Listing of Hospi- 
tals is more consistently and con- 
stantly in use than any other 
material in the Guide Issue. 

The Listing has many uses—as 
a directory of hospitals and of their 
administrators; as a means for ob- 
taining a picture of the character- 
istics of individual hospitals; and 
as a source for statistical tabula- 
tions. Examination of an individ- 
ual listing for an imaginary hos- 
pital will demonstrate the value 
of these listings: 
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AMERICAN 
HOGPITAL 
listing of hospitals 
pted for listing by the 
American Haspited Association 
statistics on patient utilization 
and hospital operation 
directory of Association services 
and of organizations and agencies 
in the hospital and related fields 
reviews of trends and 
developments in selected areas 
of hospital activity 


Hospital, Address, Telephone, Administrator, Approvals, Facilities | Inpatient 
7. 
® indicates membership in the American Hospital Association. a § | 3 
For definitions, numerical codes and abbreviations see Key to 4\% 3 | 5 3 ; 
Listing facing page 85. | 


| Expenses 
Newborn Data (000 omitted) Personnel 


AN YTOWN—Universal County 


*COMMUNITY Est 1925—Ist St and Main Ave Zone |—Tel Exchange |-2345—John Doe, 26) 


Adm .—A-|-3-4-6-7-8-9-1 |—F-1-3-4-6-7-8-9- 10-1 


In the text paragraph on the 
left side, the star preceding the 
name indicates that Community 
Hospital, established in 1925, is a 
member of the American Hospital 
Association. The address, telephone 
number and administrator’s name 
are given next. A string of letters 
and numbers follow the name of 
the administrator. Easy to trans- 
late, they contain important infor- 
mation about Community Hospital. 

First comes the “Approvals” se- 
quence, starting with A-1 for full 
accreditation by the Joint Com- 
mission on Accreditation of Hos- 
pitals. With the aid of the key to 
numerical codes on the back of the 
divider page for this section, it is 
determined that Community Hos- 
pital 

@® is fully accredited, 

@® has internship and residency 
approval from the American Medi- 
cal Association, 

® has approved schools for both 
professional nursing and practical 
nursing, 

@is a Blue Cross contracting 
hospital, 

® is a member of the state hos- 
pital association, 

@® has an auxiliary which is a 
member of the American Hospital 
Association. 

Next comes the “Facilities” se- 
quence (F-1—22). Community 
Hospital has all but numbers 2 and 
5 of the specific facilities and serv- 
ices in this sequence. The list on 
the divider page tells that these 
numbers refer to blood bank and 
dental department. 

A picture of this Community 
Hospital is beginning to emerge, 
but there is still more information 
in tabular form. Only the first 
three columns of the tabulation 
are numerically coded. These codes 
are especially easy to use. 

Under “Ownership,” the code 
for Community Hospital is 21. We 
know immediately that the hos- 
pital is nonprofit, since the number 
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is in the twenties (nonfederal gov- 
ernmental hospitals have codes in 
the tens; proprietary hospitals, in 
the thirties; federal hospitals, in 
the forties or higher). Specifically, 
“21” indicates a church-operated 
or church-related hospital. 

Under “Length of Stay” the code 
“1” indicates a short-term hospital 
(“2” would indicate long-term). 
Under “Type of Service,” the “1” 
denotes a general hospital; other 
figures would denote the ‘coded 
specialties. 

The columns giving inpatient 
and newborn data, expenses and 
personnel can be read directly 
without reference to coding. They 
complete the picture of the chief 
characteristics of Community Hos- 
pital in Anytown. 


COMPARING DATA 


It is simple to compare this pic- 
ture with similar pictures for other 
hospitals. Hospitals of similar size 
can be picked out by glancing up 
and down the “Beds” column. 
Other nonprofit hospitals can be 
found by looking for “twenties” 
in the “Ownership” column, and 
so on. 

The tabular form of presenta- 
tion also makes it simple to de- 
velop basic hospital statistics for 
local areas, and to make useful 
estimates of available hospital fa- 
cilities and utilization. 

The data for Community Hos- 
pital, for Anytown or for Universal 
County may also be compared with 
state and national data. To do this, 
Section I, Hospital Statistics, is 
consulted. 


USING THE HOSPITAL STATISTICS 


An administrator preparing a 
report can find in Section I, Hos- 
pital Statistics, many data to illus- 
trate the facts he wishes to stress 


concerning hospital care in gen- 
eral and his own hospital in par- 
ticular. After examining this ma- 
terial, he will be able to point out 


the similarities and dissimilarities 
between his own hospital and 
others of the same size, or the same 
type, or the same geographic area; 
or to demonstrate, perhaps, that 
an increase in staffing or a rise in 
costs represent a general national 
trend, 

The introductory discussion and 
charts which precede the statistical 
tables point out some of the trends 
during the first decade of regular 
reporting by the American Hospi- 
tal Association on statistics for the 
hospitals of the United States. 
Many opportunities for further 
comparisons and analyses are of- 
fered in the tabulations themselves. 

The AHA data, from “assets” to 
“x-ray technologists,” are pre- 
sented in 33 tabulations, grouped 
in the following sequence: 

@ hospital utilization 

@ hospital finances and full-time 
personnel 

@ detailed data for each state 
and territory 

® miscellaneous service and op- 
erating data 

@ nursing and technical person- 
nel employed in hospitals 

There are also data on pro- 
fessional and practical nursing 
schools, supplied by the National 
League for Nursing, and summary 
tables on Canadian hospitals, sup- 
plied by the Canadian Dominion 
Bureau of Statistics. 


USING THE DIRECTORY SECTION 


If a question arises about the 
American Hospital Association or 
about organizations or professional 
schools in the hospital field, the 
answer will be found in the Di- 
rectory Section. The material in 
this section has been considerably 
reorganized this year for greater 
usefulness. 

How does the Association mem- 
bership participate in its program? 
What services are available to 
members? What resources are 
available in the Association li- 
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brary? How may service awards 
for personnel or volunteers be ob- 
tained? What manuals or other 
publications are available con- 
cerning various hospital depart- 
ments? What audiovisual aids are 
suggested for personnel programs? 

These are only a few of the 
queries which are answered in the 
first division of the Directory Sec- 
tion, the directory of the Ameri- 
can Hospital Association, which 
covers: 

® The organization of the Asso- 
ciation, including the functions of 
its councils, a list of its committees 
and historical data. 

® The services of the Associa- 
tion, including a complete cata- 
logue of its publications and a cat- 
alogue of audiovisual aids suitable 
for and available to hospitals, each 
classified by subject for ready ref- 
erence, 

® The memberships of the Asso- 
ciation, including classifications, 


dues, and lists of both institutional 
and personal members. 

The second division of the Di- 
rectory Section lists organizations 
and agencies in the hospital and 
health fields. The arrangement of 
this extensive ‘address book” is 
tripartite: 

® National and international or- 
ganizations, and central federal 
agencies concerned with hospitals. 

® Regional organizations and 
regional federal offices. 

® State, territorial and provin- 
cial organizations and agencies in 
the United States and Canada, in- 
cluding hospital councils and Blue 
Cross and Blue Shield Plans. 

For example, the address of an 
organization nationally active in 
the health field would be found in 
the list of national organizations. 
But if it is not known whether the 
name is “National Association for 
the Advancement of Health” or 
“Association for the Advancement 


‘Cheer Up’’ 


in Finland 


These odd creatures decorate the walls of a children’s hospital in Helsinki, 
Finland. The Finnish equivalent of our Mickey Mouse cartoon characters, they 
brighten up the walls and help boost the morale of hospitalized youngsters. 
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of National Health,” or if neither 
of these titles appear in the list, 
the “Health” section of the index 
should be consulted. It may be dis- 
covered that the name is “Asso- 
ciation for the National Advance- 
ment of Health.” 

Or suppose a list is needed of the 
major governmental agencies con- 
cerned with hospital care in a 
certain state. This information is 
given by state in the “State, Ter- 
ritorial and Provincial’ category. 

The last division of the Directory 
Section will answer many ques- 
tions about professional schools in 
the hospital field. Who is the course 
director in the school of hospital 
administration in your state? Do 
any hospitals in a certain area of- 
fer training courses for physical 
therapists? These listings answer 
such questions and many others. 


USING THE MANAGEMENT GUIDES 


Something new has been added 
to Management Guides—-the An- 
nual Administrative Reviews. Un- 
der 15 topics, including several 
major hospital departments, ap- 
pear concise but complete reviews 
of the literature published on each 
topic during 1955, and summaries 
of major developments in each 
field. 

What has been going on in hos- 
pital accounting? What are the 
most up-to-date sources of infor- 
mation on accreditation of hospi- 
tals? What four types of library 
service are offered in hospitals? 
What were the outstanding articles 
on the purchasing department in 
1955? 

Each of the 15 discussions offers 
answers to many similar questions, 
and provides a quick guide to fur- 
ther exploration on many topics. 
The list of references at the end 
of each topic is in effect a selected 
reading list. 


Although every revision § has 
been planned to make it easier 
to locate information in the Guide 
Issue, the reader may still find the 
index useful. 

The final recommendation on 
how to use the Guide Issue is 
“don't say it isn’t in the Guide 
until the index has been checked.” 
The index should be easier to use 
this year——the subjects more diver- 
sified, and the format simplified. ® 
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HE PROVISION of a standard of 

living compatible with health 
and decency to those unable 
provide it for themselves is a 
principle of public policy of long 
standing and general acceptance. 
Today only a very small proportion 
of the assistance burden is borne 
by private welfare agencies, the 
vast preponderance being carri 
by public tax-supported agencies. 


The concept of the hospital as a 
charity institution has change 
rapidly in recent years. This chang 
has been occurring largely beca 
of four developments: 

(1) The rapid increase in cov- 
erage by prepayment plans. 3 

(2) The consistent and signifi- 
cant decrease in the eye 
which private contributions 
hospitals bear to total hospital ne 
come, 

(3) The increasing demand for 
hospital care by those who pay for 
their own care. 

(4) The gradual assumption t 
government of the cost of hospi 
care for recipients of public 
sistance. 

Government has increasingly 
accepted the obligation to ; 
reasonable payment for hospite 


Carl K. Sehmidt Jr. is general sur 
intendent of Forest Institutions 
Cook County, Oak Forest. Il. A 

Much of the basic material for this 
article was made available as a result 
studies by the Commission on Financ 
of Hospital Care (1961-1963) and findi 
do not necessarily cerry beyond th 
dates. Comments, conclusions, suggest ic 
and criticiams are the sole responsibil 
of the author. 
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elfare agencies must solve this mutual problem— 


fare for public assistance patients 


by CARL K. SCHMIDT JR. 


The first part of this two-part article 
describes the various methods used in 
financing public assistance patients. 
The second part of this article, which 
will appear in the August 16 issue, 
describes requirements for adequate 
financing of care for these patients. 


care. However, the acceptance by 
government of the obligation to 
pay the cost of hospital care for 
public aid recipients has been re- 
tarded by (1) the increased costs 
of hospitalization, (2) the high 
risk of hospitalization among those 
receiving public assistance, (3) the 
lack of adequate welfare funds and 
(4) the lack of accord between 
hospitals and welfare agencies. 

The group receiving public as- 
sistance has inherently a high risk 
of hospitalization. Currently ap- 
proximately five million persons 
are receiving public assistance un- 
der the federally-aided programs 
of Old Age Assistance, Aid to De- 
pendent Children, Aid to the Blind, 
and Aid to the Permanently and 
Totally Disabled. These programs, 
sometimes referred to as “cate- 
gorical assistance,” are adminis- 
tered directly by a state agency, or 
by local governmental units under 
state supervision. State financial 
participation is required. 

In addition, a general assistance 
program, financed by state and/or 
local funds and including approxi- 
mately 700 thousand persons out- 
side of the above categories, is 
available in most states and locali- 
ties. In some states and localities 


recognition is given to the “medi- 
cally persons 
whose income and resources are 
sufficient to provide basic needs 
but do not cover the costs of medi- 
cal care. 

Approximately 27 to 30 per cent 
of the recipients of public aid are 
accepted for assistance because of 
need originating from illness. Al- 
most half of them are 65 years of 
age or over, with a consequently 
high rate of hospital utilization. 
Many can be returned to produc- 
tive employment, if at all, only 
through extensive rehabilitation 
measures. The large group some- 
times termed the “medically in- 
digent,” receives assistance only 
because of need for medical or 
hospital care. It is understandable 
that the per capita cost of hospital 
care for public aid recipients is 
and should be far in excess of that 
for the general population, 


NEED FOR UNDERSTANDING 


Dissatisfaction with the current 
bases of payment for hospital care 
stems from a lack of appreciation 
on the part of both welfare agen- 
cies and hospitals of each other's 
problems. Welfare agencies gener- 
ally are not familiar with hospital 
administrative problems and ac- 
counting practices, and are not 
always in agreement with the ra- 
tionale given for cost figures. 

Hospitals often are not cognizant 
of the problems of appropriation 
and control of public funds and, to 
quote one state administrator, 
“have shown a disconcerting un- 
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Table 1. Governmental Levels of Responsibility for the 
Provision of Hospital Care to Recipients of Pub- 
lic Assistance; Distribution by States 


Gevernmenta! Level of Responsibility 


Totol-Stotes and District of Columbia . 


State-Administered ....... 
State Supervised 


County-Administered (or lesser unit) 


Mixed . 


willingness to have costs subjected 
to careful scrutiny.” The latter 
situation apparently exists in spite 
of an agreement reached as long 
ago as 1938 by the Joint Commit- 
tee of the American Hospital] As- 
sociation and the American Public 
Welfare Association, which said: 

“Nongovernmental hospitals 
which receive public funds must 
expect that the public departments 
responsible will expect satisfactory 
standards of service; and also wil! 
take whatever steps are necessary 
to insure that the sums of money 
required for this purpose have 
been spent economically and in 
accordance with the procedures 
agreed upon by the two groups. 
Checking of accounts and inspec- 
tion of records will of course be 
necessary.” 

Both hospitals and welfare agen- 
cies must realize the coordinate 
character of their problems if they 
are to achieve an equitable and 
compatible relationship. 


ADMINISTRATIVE STRUCTURES VARY 


Structures for administering 
hospital care for public assistance 
recipients and for determining 
eligibility for hospital care vary 
widely throughout the country. 
(See Table 1.) 

Eligibility is certified under a 
wide range of authority: author- 
ized certifying agents include state, 
county and municipal welfare 
agencies; hospitals; private agen- 
cies; local officials; physicians; 
judges; public health officials and 
nurses and private citizens. 

In a given state several different 
certifying agencies may be used 
for the same programs. 

Such diversity of responsibility 
adds further confusion to a prob- 
lem already complex. Although a 
number of states have developed 
coordinated and integrated pro- 
grams of hospital care for the in- 
digent and medically indigent, this 
is not the typical pattern. 
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Categorical Genera! 
Assistance Assistance 
49 49 
14 8 
10 7 
20 33 
5 


A variegated structure has ad- 
vantages accruing from the oppor- 
tunity it offers for experimentation. 
However, where the responsibility 
for providing hospital care is 
separated from responsibility for 
other assistance needs, it may be 
difficult to maintain the continuity 
of social treatment which leads to 
rehabilitation and removal from 
tax-supported care; and duplicate 
administrative costs contribute to 
the tax burden. In addition, under 
a divided program the costs of 
hospitalization may not be subject 
to federal matching and may 
thereby fall entirely on the tax- 
payers of the state or local unit. 

Whatever the administrative 
structure, determination of eligi- 
bility is a difficult and exacting 
task. It must be done by trained 
and experienced persons. 


METHODS OF PAYMENT 


Payment for hospital care by 
assistance agencies may be made 
either to the recipient of care or 
to the hospital. 

Payment to the recipient may be 
utilized by him to pay a hospital 
or to purchase prepaid hospital 
care. Payment to the hospital may 
be made through various mechan- 
isms. 

Direct payments to hospitals— 
sometimes known as “vendor” 
payments—may be made. Very in- 
frequently a welfare agency em- 
ploys prepayment—such as Blue 
Cross or a specially designed plan 
——to meet the cost of providing 
hospital care. In five states a 
“pooled” fund is utilized as an 
intermediary to direct payment to 
this hospital. This “pooled” fund 
method is an agency-administered 
prepayment plan which has the 
advantage of bringing about in- 
creased federal matching of ex- 
penditures, 

The maintenance of government- 
owned hospitals is another com- 
mon method of providing care. 


Prior to 1950 federal regulations 
required that, to be considered as 
a basis for federal contribution, 
payment for hospital care must be 
in the form of a money payment to 
the recipient. States with total 
recipient grants already close to 
the federal matching maximum 
could gain little in the way of fed- 
eral reimbursement by including 
the payment for hospital care in 
the grant; in some instances these 
states sacrificed a small financial! 
gain in order to secure the ad- 
ministrative efficiency and control 
of direct payment to the hospital. 

Reports from states have indi- 
cated certain difficulties in pay- 
ment to recipients of care. Assist- 
ance recipients do not always pay 
the doctor or the hospital for care 
received when an amount for the 
care is included in the assistance 
grant. This may be due to the fact 
that most grants are “minimum- 
adequate,” and many are below 
recognized subsistence levels. In 
some cases the amount provided 
for hospital care is included in the 
grant after the care has been pro- 
vided; the relationship of the in- 
creased grant to the care given is 
thus not clear and the agency has 
difficulty in explaining the change 
in the amount of the grant to the 
recipient. Complications obviously 
can occur when hospital bills are 
in large amounts—from several 
hundred dollars to several thou- 
sand dollars. 

In 1950, amendments to the So- 
cial Security Act provided for fed- 
eral matching, within federal max- 
imums, of payments made direct 
to the hospital, and the incentive 
of obtaining additional federal 
funds for money payment to the 
recipient was thus removed. These 
amendments also provided for 
federal contributions toward pay- 


ments for care in public medical 


institutions other than tuberculosis 
or mental, which made possible 
federal matching of payments to 
such institutions as county hospi- 
tals. 

DIRECT PAYMENT 


Direct (or vendor) payment has 
tended to speed up and to insure 
payments to hospitals. Hospitals in 
general have expressed themselves 
favorably with regard to direct 
payment. Welfare agencies on the 
other hand have complained that 
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with a system of direct payment 
the vendor hospitals may delay 
sending in bills, and have com- 
mented that the patient is less 
conscious of the costs of hospital 
care when he no longer handles 
the money. 

Other objections to direct pay- 
ment stem from the current fed- 
eral regulation requiring that the 
federal contribution be figured for 
each case, within the federal! 
matching ceiling, on a month-to- 
month basis. This detailed calcu- 
lation is considered an onerous 
chore in some states with direct 
payment, and has militated against 
inauguration of direct payment in 
other states. 


BASES FOR DIRECT PAYMENT 


The basis of direct payment for 
hospital care of public assistance 
recipients is usually a flat rate, 
or variation of charges or cost. 
Less frequently, payments are 
made by lump sum. 

The “negotiated flat rate” for 
care reduces to a minimum the ad- 
ministrative difficulties in process- 
ing bills by the welfare agency, 
but on the other hand may have 
little relation to hospital costs or 
charges. Frequently the flat rate is 
negotiated in accordance with the 
amount of welfare funds available. 
Local government units tend to 
use a flat rate for room, board, and 
nursing care plus charges for an- 
cillary services. 

“Charges” (or billings) are fre- 
quently used as the basis for pay- 
ment by local units and states. 
Sometimes this basis is limited by 
an arbitrary maximum, sometimes 
it is limited by cost. Frequently a 
percentage of charges such as 75, 
85, or 90 per cent is agreed upon 
as a basis for payment. Ward 
charges sometimes are less than 
cost; consequently the welfare 
agency may limit payment to the 
“lesser of cost or charges” in order 
to maintain community acceptance 
for its payments. ¢ 


COST AS BASIS FOR PAYMENT 


“Cost” is the basis for determin- 
ing payment most frequently used 
among states, and is employed to a 
considerable extent by local units. 
However, use of this basis has 
opened the door to considerable 
argument. Many welfare agencies 
have expressed a fear of the “open- 
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end” character of the “cost” basis, 
especially in view of constantly 
increasing hospital costs, and have 
established arbitrary maxima to 
(a) limit their liability, and/or 
(b) to exclude high cost or luxury 
hospitals. The imposition of these 
“ceilings,” of course, results in 
considerable variation in the per- 
centage of actual cost met by the 
welfare agency payment. 

A further cause of difficulty is 
the fact that public assistance re- 
cipients tend toward longer length 
of stay than the total population. 
Hence the welfare agency, when 
paying an average per diem cost, 
bears a greater proportion of the 
cost of “extras,’’ which are usually 
concentrated in the first few days 
of care. To counteract this situa- 
tion some welfare agencies have 
negotiated cost rates which are re- 
duced after a stipulated period, 
such as 7, 10, or 20 days. 

Difficulties also have risen with 
regard to the inclusion of certain 
items not directly related to pa- 
tient care in the computation of 
hospital costs. Objection has been 
raised to expenditures for research 
except as they are related to the 
usual care of the patient. The cost 
of education and training (except 
the usual inservice training) is 
considered by many welfare of- 
ficials as a community responsibili- 
ty not to be borne by the individ- 
ual patient; however, cases are not 
infrequent where such cost has 
actually been offset by the service 
provided in the process. It is held 
by some that no portion of the 
hospital's bad debts should be 
borne by the welfare agency whose 
payments are collected in full. 


Furthermore, charity care and 
courtesy allowances by the hospi- 
tal are not considered acceptable 
as operating costs to be met by 
charges against the government 
agency. Depreciation on builtling or 
equipment, unless actually funded 
by the hospital, likewise is subject 
to objection. Outpatient costs us- 
ually are also excluded from costs 
of inpatient care. Many of these 
items are of the type which would 
be customarily included in costs 
by industry operating on a profit 
basis, but become points of con- 
tention when the “cost” basis is 
used to reimburse nonprofit hos- 
pitals. 

Low occupancy of the hospital 
tends to increase per diem hospital 
costs, and is suspect by many wel- 
fare officials. Is low occupancy the 
result of high quality care which 
reduces length of stay and hence 
reduces over-all costs to the pa- 
tients? Or is it the result of poor 
administration, or of an over-am- 
bitious building program? Or does 
it represent reasonable standby 
facilities needed in case of emer- 
gency? (Perhaps a minimum oc- 
cupancy rate might be established 
for purposes of rate making in 
order to guard against excessive 
stand-by facilities. ) 

Welfare officials occasionally ex- 
press regret that hospital cost ac- 
counts are either not available for 
examination or are not uniform 
among hospitals when they are 
available. Lack of adequate justi- 
fication of costs on the part of the 
hospital is a stumbling block to 
satisfactory working relationships. 
On the other hand, welfare officials 
need to give more attention to 


‘‘The Honour of Abuse”’ 


~.. . As to the Abuses I meet with ... you must know 
I number them among my Honours. One cannot behave 
so as to obtain the Esteem of the Wise and Good, withow 
drawing on one’s self at the same time the Envy and 
Malice of the Foolish and Wicked, and the latter is Testi- 


mony of the former. The best Men have always had their 
Share of this Treatment, and the more of it ls in propor- 
tion to their different and greater degrees of Merit. A 
Man has therefore some Reason to be asham'd of hime«if 
when he meets with none of it.”—Benjamin Franklin. 
London, March 2, 1767. as quoted in The American Jour- 
nal of Clinical Nutrition, Vol. 4, No. 2, page 141, March. 


April 1956. 
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payment on the basis of estimated 
future costs and to adjustments of 
payment to meet actual costs, in 
order to compensate hospitals for 
losses due to payment being made 
on the basis of a cost established 
for some prior period, 

“Lump sum” payments are made 
by some governmental units to 
hospitals. These payments may be 
made on the basis of population: 
or in accordance with previous 
years’ allocation; or on an arbi- 
trary basis, to be earned at a speci- 
fied rate or on a basis of so much 
per bed. Most such payments are 
not related to costs or charges for 
individual patients and are not in- 
cluded as a welfare obligation 
hence they are not subject to any 
reimbursement by the federal gov- 
ernment through the public assist- 
ance program but rather are costs 
borne by the local populace. 


GOVERNMENT HOSPITALS 


Maintenance of government 
general hospitals—-state, district, 
county and municipal — through 
appropriation is widely used to pro- 
vide hospital care to recipients of 
public assistance, especially where 
local governmental units have 
responsibility for hospital care. In 
some instances the welfare agency 
makes per diem payments to the 
government hospital. Where hos- 
pital care is integrated with the 
federal-state public assistance pro- 
grams, federal matching is avail- 
able for direct payment to the 
hospital as a result of the 1950 
amendments to the Social Security 
Act. 


PREPAYMENT 


Prepayment of hospital care for 
public assistance recipients is in 
the experimental stage and takes 
two forms: (1) utilization of vol- 
untary prepayment plans and (2) 
use of a medical society. 

No state uses voluntary prepay- 
ment; however, a very few local 
units have utilized this method, 
and some states permit budgeting 
of the premium where prepayment 
is maintained by the recipient. 

Welfare agencies have cited an 
imposing array of difficulties to 
using prepayment plans. They 
comment that the benefits are not 
comprehensive, which means that 
the welfare agency would have to 
duplicate administrative costs to 
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provide additional care when the 
recipients, who have high utiliza- 
tion rates, exhausted plan benefits. 
Welfare agencies also are not con- 
vinced that the administrative costs 
of prepayment plans are the same 
or less than their own; they fee! 
that benefit costs under prepay- 
ment would be higher because wel- 
fare payments are currently at a 
minimum; that welfare would lose 
control of quality and quantity of 
care, and that welfare would sacri- 
fice to some extent integration of 
social work with medical care. 

On the other hand, it is recog- 
nized that many administrative 
problems would be shifted to a 
voluntary prepayment plan; this, 
however, would be an economic 
cost to be borne in some manner 
and would undoubtedly be re- 
flected in the prepayment premi- 
um. An important advantage 
would be a level premium, which 
could more easily be accommo- 
dated within the federal matching 
maximum than could the cost of 
hospital care as utilized, and thus 
would result in increased grants 
of federal funds with consequent 
lessening of the local burden. For 
some units the use of voluntary 
prepayment plans would require 
amendments to existing law. 

Some governmental agencies 
have indicated that use of volun- 
tary prepayment plans has not 
been seriously considered because 
funds were inadequate. In other 
instances, prepayment plans are 
reported as showing little interest 
in extending their programs to in- 
clude public assistance recipients 
because of the high utilization rate 
of public assistance recipients. 
They would propose to handle the 
program only on a “cost-plus” 
basis, which of course would sim- 
ply load the “pius” to the cost of 
the program on to the agency. One 
state has reported that several 
years ago a proposal in the state 
legislature to enable the use of 
prepayment plans was rejected on 
the basis that such use would tend 
to pass the cost from the public 
assistance program to the prepay- 
ment plan subscribers. Such a re- 
sult might occur if premiums were 
retained at a uniform level for all 
subscribers, in view of the greater 
utilization of hospitals by pubiic 
assistance recipients. 

The “pooled-fund" method of 


paying for hospital care is used in 
five states: Rhode Island, Con- 
necticut, New Mexico, New Hamp- 
shire and Illinois. This is a 
self-operated prepayment plan 
combining an internal prepayment 
mechanism with direct payment to 
the hospital on behalf of individual! 
recipients. An equal amount per 
recipient is paid monthly into a 
separate fund in behalf of the re- 
cipient, and from this separate 
fund the hospitals are paid. 

The advantage of this plan is 
that the per capita amounts paid 
into the pool, being small, may 
more easily be included within the 
federal matching maximum per 
recipient than the actual cost of 
hospitalization when it occurs. The 
extent of the advantage depends 
upon the number of cases in which 
the monthly assistance grants are 
below the federal matching maxi- 
mum, and the relation of the dif- 
ference between grants and maxi- 
mum to the per-recipient payment 
to be made into the pooled fund. 


METHOD EVALUATED 


The pooled-fund method has 
been reported as simplifying the 
calculation of the federal contribu- 
tion, and as providing substantially 
more federal money; the latter re- 
sult obviously will be obtained 
only where grants to recipients 
are sufficiently below the federal 
matching maximum. The pooled- 
fund method is of little financia! 
advantage in states where grants 
are close to or above the federal! 
matching maximum, or where 
funds are insufficient to provide 
for hospital care. In the many 
states reporting that hospital care 
of the indigent is the separate re- 
sponsibility of the local govern- 
ments, advantages of the pooled- 
fund method are nonexistent, as 
federal funds are not available. 

Some states with provision for 
recovery of assistance grants from 
estates of deceased recipients may 
require legal interpretation § or 
legislative enactment in order to 
establish that the per-recipient 
payment is recoverable, when the 
pooled fund plan is used. Further- 
more, this plan is not acceptable 
to the Social Security Administra- 
tion unless the recipient is re- 
ceiving a cash grant, and therefore 
is not applicable to the medically 
indigent. 
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double 
duty 
dietitian 


H OSPITALS LONG ago learned that there 

simply aren’t enough dietitians to go around. 
Smaller hospitals in particular have suffered 
from this shortage, since most of the dietitians 

who work in hospitals seem to prefer the larger 
institutions in metropolitan areas. 

The small hospital administrator wants a dietitian, 
but even if he could get one he 

is not sure that with his limited budget he could 
make it worthwhile for a dietitian to work 

in his hospital on a full-time basis. 

Further, he is not certain that he needs a full-time 
dietitian. He merely wishes he could find 

one who would come in perhaps three days a week 
and be responsible for his hospital’s dietary activities. 
Mrs. Irene Dowd is a dietitian whose 

husband’s work brought the family, several 

years ago, to the little town of Paw Paw, Mich. 

As the Dowds’ two daughters grew to 

the age where they required less of her time 

than before, Mrs. Dowd found herself seeking outside 
activities and ways to help her community. 

She joined the women’s auxiliary of 

the 50-bed Lake View Community Hospital 

in Paw Paw, and since the hospital! 

had no dietitian she made the dietary 

department her one-day-a-week auxiliary project. 
Two years ago, Administrator Catherine Kelly 
asked Mrs. Dowd if she would join her staff, 

on a three-days-a-week basis, as the hospital's 
dietitian. In South Haven, 

31 miles away, Administrator Wilbur W. 
Williams of the 68-bed South Haven Hospital also was 
without a dietitian. He asked Mrs. Dowd 

if she would work a few days a week as 

dietitian at his hospital as well. Mrs. Dowd 

agreed. She worked out time and salary details 
individually with the two administrators and 
became one of this country’s few shared dietitians. 
Today, two years later, Mrs. Dowd 

still loves the variety that is offered by heading 

the dietary departments in two hospitals, and 

she revels in a feeling of accomplishment 

As for Administrators Kelly and Williams—they 
say they don’t know how they ever got 

along without her 
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HOMEWORK IN HAND, Mrs. Irene Dowd arrives at 
the Lake View Community Hospital in Paw Paw, 
Mich., to start another day as a shared dietitian. 
Because she works in two hospitals, 31 miles apart, 
| Mrs. Dowd considers an automobile a necessity. 


CHECKING THE census, the 
shared dietitian prepares to dis- 
cuss menus and special diets with 
the full-time kitchen supervisor. 
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A CHAT WITH Administrator Catherine Kelly 
is @ good way, Mrs. Dowd finds, to be 
brought up to date on developments which may 
affect the dietary department. These coffee 
sessions keep communications free and informal. 
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(ABOVE, LEFT) SOON THE chiefs of medicine 
and surgery drop in and discuss patients’ die- 
tary needs, as the staff sees them. (ABOVE, 
RIGHT) On the telephone, Mrs. Dowd asks 
the director of nursing about a new patient. 


(ABOVE) MRS. DOWD and the kitchen su- 
pervisor visit the store room to see what 
can be done about a special diet order. 
(RIGHT) The shared dietitian finds a 
moment to check the walk-in freezer, 
both for content and for sanitation. 
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(TOP) A VISIT with the patients is one of the duties Mrs. 
Dowd likes best. Here she chats with a convalescent. (BOT- 
TOM) Overseeing food production, Mrs. Dowd helps the 
chief cook with a decision. (RIGHT) Tray assembly pro- 
ceeds smoothly, and the dietitian surveys the results. 


NEXT morning, she makes the 31-mile 
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drive to South Haven. 
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(LEFT) AN amiable chat with 
South Haven Hospital's Admin- 
istrator Wilbur W. Williams pro- 
vides orientation for both. 
Whenever possible, Mrs. Dowd 
attends department head meet- 
ings at both hospitals, as she is 
considered a regular member 
of each hospital's administra- 
tive siaff. (BELOW, LEFT) In the 
South Haven Hospital kitchen, 
Mrs. Dowd goes over the menus 
with the kitchen supervisor 
and they talk about develop- 
ments since her last visit. (BE- 
LOW, RIGHT) With a head nurse, 
the dietitian discusses a new 
patient's dietary requirements. 
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(LEFT) INSTRUCTION is one of the dietitian’s duties. Here she shows two kitchen 
workers how to make an attractive cottage cheese salad. (RIGHT) In the business 
office, Mrs. Dowd goes over some food cost figures with the office manager. 


Being a shared dietitian doesn’t 
mean Mrs. Dowd has no time 
for her family. After her day’s 
work, while awaiting the arrival 
of her husband, Mrs. Dowd 
shows daughters Sarah Jane, 
11, and Mary Ann, 16, the 
techniques of baking a pie. 
And at day's end she relaxes 
with a newspaper, a book, or, 
as in this case, a dietetic jour- 
nal. Mrs. Dowd believes she 
owes it to her hospitals and 
their patients to keep abreast 
of developments in her field. 
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MID-JULY, all members 
of the American Hospital 
Association received a_ special 
letter describing the problems re- 
lating to our headquarters building 
situation and outlining the events 
leading to a decision to tempor- 
arily cutback the size of the struc- 
ture. This letter was sent as soon 
as the various negotiations under- 
way were completed and the al- 
ternate course of action was 
charted at a special joint meeting 
of the Committees on Finance and 
Headquarters Building on June 26. 

This report reviews and supple- 
ments the information contained 
in that letter. The facts forcing 
the decision to 


rooms and other facilities to aid 
our program activities, which we 
do not now have at headquarters, 
will be provided as will a library 
suitable for housing our priceless 
collection of literature. 

Financing of this structure can 
be undertaken without any cur- 
tailment planned program 
expansion. Since the target date 
for the completion of the building 
is January 31, 1958, the Associa- 
tion can accumulate assets totaling 
approximately $2.8 million during 
the period. This will leave a bal- 
ance of approximately $1.5 million 
to be financed compared to ap- 
proximately $5 million if we were 


University officials, believing as 
we do in the wisdom of the concept 
of the Center, are sympathetic to 
our plight. They have agreed to 
construction of a smaller building, 
with later expansion as funds are 
available. This expression of con- 
fidence in our eventual achieve- 
ment of our goal is heartening. 

Since the joint committee meet- 
ing June 26, a number of steps 
have been taken to proceed with 
the construction of the five-story 
building. 

The Committee on Headquarters 
Building has instructed the archi- 
tect to negotiate a contract for 
completion of the foundation 

up to grade at a 


proceed with a 
building suita- 
ble to meet our 
own headquar- 
ters needs were 
essentially 
these: 

(1) A_ sub- 
stantial increase 


report 


on headquarters building 


by JOHN WN. HATFIELD 


cost not to ex- 
ceed $600,000. 
The design and 
construction of 
the foundation 
will be the same 
as that specified 
in the original 
plans. As soon 


in mechanical 

and general contract bids over 
original estimates made it impossi- 
ble to proceed with the 17-story 
structure without financial assist- 
ance from non-Association sources. 

(2) The inability to obtain 
funds from foundations at the 
present time meant postponing 
realization of the concept of the 
Center of Hospital Affairs. 

(3) The pressing need for an 
adequate headquarters building 
for our expanding program re- 
quired solution. 

While we all are disappointed 
by the turn of events causing a 
shift in plans, we are still con- 
vinced of the wisdom of the con- 
cept of the Center. The decision 
to erect a five-story building with 
two underground levels at an 
estimated cost of $4.3 million does 
not forsake the concept; it is only 
a temporary expedient to develop 
our first need first. 

Our substitute plan, we believe, 
is a sound one. The 65,000 gross 
square feet on the five floors above 
grade, compared to the 26,000 we 
now have at 18 East Division 
Street, will be sufficient to meet 
our present and immediate future 
needs. An auditorium, conference 


~ John N. Hatfield is chairman of the 
American Hospital Association's Commit- 
tee on Headquarters Building. 
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to undertake completion of the 
17-story building. 

The plan is flexible. Although 
the 5-story building is being de- 
signed for use by the Association 
alone at present, it will be read- 
ily expandable to the originally 
designed 17-story height. Preserv- 
ing the features to provide for 
later expansion adds to the cost, 
making this half of the building 
(120,000 gross square feet com- 
pared to 247,000 gross square feet 
in the original plans) the most 
expensive. It is through this pro- 
vision that the headquarters of 
the Center of Hospital Affairs can 
be achieved should all or part of 
the needed funds become available 
during the construction period or 
thereafter. 

Our position and intended course 
of action has been discussed fully 
with officials of Northwestern 
University. As the membership 
knows, the land the University 
leased to us for the headquarters 
building is valued at $400,000. Its 
proximity to the University, its 
medical school and several hospi- 
tals in the area enhance its value 
to us. To take full advantage of 
this ideal building site, the Uni- 
versity felt and we agreed that a 
multistoried building should be 
created. 


as details are 
worked out, the contractor will 
be on the job. 

The architect, under instruction 
from the Committee and in coop- 
eration with Association staff, is 
revising the plans of the first five 
floors. Again basic design of the 
building is being retained so that 
expansion to the original 17-story 
height will be possible. The main 
features in the original plans are 
being retained as far as is prac- 
ticable in adapting the space to 
accommodate our staff and our 
program § activities. When the 
Center is achieved, this space can 
be easily converted to the or- 
iginally planned functions. 

Upon review and acceptance of 
the revised plans by the Associa- 
tion, bids will be asked for August 
20. The Association is not com- 
mitted in any way for construc- 
tion beyond completion of the 
foundation up to grade. We re- 
serve the right to reject all bids 
or to accept any bid that is in our 
best interest. 

On August 22, the Board of 
Trustees of the Association will 
meet in Chicago to review the 
revisions in planning for the build- 
ing and chart our course from 
there. A report to the member- 
ship will be made following this 
meeting. ad 
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WITH HOSPITAL 


WITHOUT HOSPITAL 


by RALPH L. NIELSEN 


f» HE PAST TEN years have brought 
to the Far West a new form 
of hospital organization—that of 
the hospital district. This develop- 
ment has been particularly rapid 
in California and Washington, al- 
though some progress has also been 
made in Oregon. 

The district hospitals are under 
the control of a three- or five-man 
board of directors elected by the 
people within the district for the 
exclusive purpose of directing op- 
eration of the hospital. In Cali- 
fornia and Oregon, the board of the 
hospital district hospitals is com- 
posed of five commissioners, while 
in Washington the statute provides 
for only three. The commissioners 
of these governmental community 
hospitals, as is the case with non- 
profit hospital board members, 
serve without remuneration other 
than reimbursement for actual ex- 
penses. Most districts are composed 
of a group of voting precincts with- 
in a county. They are formed by 
vote of the people living within 
the proposed district’s confines. 


80 HOSPITAL DISTRICTS 


At the present time in the three 
states of California, Oregon and 
Washington, there are some 80 
hospital districts, which include an 
estimated population of more than 
2,500,000 people, or one sixth of 
the civilian population of these 
states. In California alone the dis- 
trict hospitals have an income of 
12 million dollars. Less than a 
fourth of this, however, comes 
from taxes on the 2 billion dollars 
worth of property assessed in the 
district. Not all districts have hos- 
pitals, however, and nondistrict 
hospitals serve a portion of the 
~ ‘Ralph L. Nielsen was research director 
of the Washington Hospital Service As- 
sociation (Blue Cross), Seattle, at the 
time this article was written. He is now 
administrative methods consultant for the 
Children’s Bureau of the Department of 


Education and Welfare, Dallas. 
ex. 
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population in some districts. 

About 85, or one in six, of the 
nonfederal short-term general 
hospitals in the three states are 
district hospitals. At the present 
time there are approximately 3,000 
beds in these hospitals, about twice 
as many beds as were operating 
two years ago. District hospitals, 
however, represent considerably 
less than 10 per cent of the total 
number of beds providing com- 
munity general hospital service in 
the three states, because of their 
small size. 


DIFFER FROM COUNTY HOSPITALS 


It should be clearly understood 
that hospital districts are in no 
sense county hospitals; they are 
not run by the county commis- 
sioners but are community general 
hospitals. In some cases, district 
hospitals are not operated directly 
by the district, agreements for 
their operation having been nego- 
tiated with an individual, associa- 
tion or religious group. As with 
other community hospitals, how- 
ever, they depend primarily on 
patient income for operating ex- 
penses and hence primarily serve 
private patients and paying wel- 
fare cases. 

In certain parts of the United 
States or in particular localities, 
county hospitals provide the same 
type of tax subsidized community- 
wide hospital service as district 
hospitals, with difference, 
however, that the county institu- 
tions usually have as their pri- 
mary responsibility the care of 
welfare recipients who are resi- 
dents of the county. Under control 
of the county commissioners, coun- 
ty hospitals are one function of the 
several carried out by local gov- 
ernment. Hospital districts, on the 
other hand, are formed for the 
sole purpose of providing hospital 
service. Hence, the district com- 


AUGUST |, 1956, VOL. 30, PART | 


missioner may be more free from 
local political pressures. 

The legislation providing for 
formation of hospital districts was 
passed in 1945 in California and 
Washington, and in 1949 in Ore- 
gon. The legislation in all cases 
provides authority to raise reve- 
nue through taxation for both 
capital expenditures and operation, 
although specific provisions differ 
somewhat between states. Bonds 
may be sold by the district for 
construction or purchase of a hos- 
pital and retired from taxes col- 
lected within the hospital district. 
Similarly, within the limits of the 
statutes, a certain amount of 
money may be available for fi- 
nancing operation of the hospital. 
Most districts have built new hos- 
pitals; others have purchased exist- 
ing institutions as a means of pro- 
viding hospitalization for the 
people of their district. In certain 
cases the existing hospital was 
built by a community group with- 
out an adequate plan for operation; 
in other cases the hospital was built 
by private operation or by the fed- 
eral government as a war measure 
with no continuing plan for its 
operation. 


While district hospitals are re- 
stricted to a certain geographic 
area for tax support, they fre- 
quently provide care to patients 
coming from outside the district. 
Although they are authorized to 
receive tax revenue for operation, 
not all need it to supplement pa- 
tient income. This tax revenue and 
bonding authority, however, has 
made it possible to operate hospi- 
tals in areas where it was not 
previously economically feasible. 
This is particularly true of some of 
the smaller rural hospitals serv- 
ing isolated communities that could 
not have built or operated hos- 
pitals except for the hospital dis- 
trict form of organization. De- 
velopment of hospital districts in 
California probably can be at- 
tributed in many cases to the 
availability of state and federal fi- 
nancial aid to assist in the con- 
struction of hospitals. Neither 
Oregon nor Washington has been 
in a position to furnish funds for 
hospital construction beyond those 
available from the federal govern- 
ment through the Hill-Burton hos- 
pital survey and construction pro- 
gram. 

Generally, the western United 
States has been an area of rapidly 
expanding population. Bequests 
and endowments have not been as 
frequently available as in the East. 
In view of these facts, the hospital 
district form of community hospi- 
tal organization has been a par- 
ticularly important form of social 
organization as it provides a means 
of meeting community demand for 
hospital facilities in many Far 
West communities. . 


On buying insurance 
“The fundamental principles of insurance baying, the 
underlying need for insurance, the measurement of in- 
surable risks, and other insurance considerations are the 
same for small hospitals and large hospitals; the major 
variant being the amount of insurance purchased.”— 
Ronald D. Yaw, chairman, Commitiese on Insurance for 
Hospitals, American Hospital Association Council on Ad- 
ministrative Practice and director, Blodgett Memorial Hos- 

pital, Grand Rapids, Mich. 
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Reorganized Blue Cross 
unit will service 


national accounts 


by RAY K. SWANSON 


he YEAR Blue Cross celebrated 
its 25th anniversary. This 
year the Plans were able to an- 
nounce that 50 million members 
were enrolled. The phenomena! 
growth of Blue Cross in just 25 
years did not happen by chance. 
It happened because the pioneers 
of Blue Cross had the courage to 
meet new challenges. 

Blue Cross Plans have again 
faced a challenge and developed 
an answer. At a special conference 
in Chicago July 10, Plans over- 
whelmingly approved a proposed 
plan of reorganization of the Blue 
Cross Association (not to be con- 
fused with the Blue Cross Com- 
mission of the American Hospital 
Association) in order to provide 
a more comprehensive mechanism 
for servicing national accounts. 

There is no single factor which 
created the demand for a strong 
national Blue Cross operating 
agency. The challenge was created 
by many factors inherent in the 
evolution of industry that has 
taken place during the past 
25 years. Industry-wide bar- 
gaining has created new wage 
and fringe benefit patterns. In- 
creased labor demand for health 
care prepayment has placed man- 
agement in a new position of being 
a purchaser of mass prepaid health 
care coverage. Decentralization of 
industry has created new inter- 
state employers. Management has 
been placed in the position of 
purchasing health care prepay- 
ment for employees scattered 
through many Blue Cross Plan 
areas. 


Ray K. Swanson is superintendent of 
Swedish Hospital, Minneapolis, and vice 
chairman of the Council on Prepayment 
Plans and Hospital Reimbursement of the 
American Hospital Association. 
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Although the concepts of the 
local benefit patterns and local 
Plan administration are still basic 
to Blue Cross, these changes in 
industrial patterns created a de- 
mand for uniform national bene- 
fits and a central spokesman for 
those benefits. Consistent with its 
tradition of facing challenges, Blue 
Cross has proposed a solution to 
this demand through a stronger 
Blue Cross Association. 

Until now the Blue Cross As- 
sociation has been an organization 
almost unknown outside of Blue 
Cross circles. Technically, it is a 
not-for-profit corporation which 
was incorporated in 1948 in the 
State of Illinois “to supplement 
the activities of the Blue Cross 
Commission of the American Hos- 
pital Association through the 
establishment and maintenance of 
effective mechanisms for facili- 
tating enrollment activities of vol- 
untary, nonprofit health service 
Plans .. .” One of the primary 
purposes for organizing the Blue 
Cross Association, however, was 
to provide a corporate entity to 
hold the stock of Health Service, 
Incorporated, a stock insurance 
company wholly financed by Blue 
Cross Plans and organized for the 
purpose of supplementing the en- 
rollment efforts of local Blue Cross 
Plans. Health Service, Incorpo- 
rated, is and will continue to 
be an underwriting organization, 
while the Blue Cross Association 
is a national enrollment agency. 
The organization of a separate 
corporate entity was necessary 
since the Blue Cross Commission 
is an organic part of the corporate 
structure of the American Hospi- 
tal Association. 


Although Health Service, Incor- 
porated, as well as various recip- 
rocal agreements administered by 
the Blue Cross Commission, such 
as the Inter-Plan Bank and the 
Inter-Plan Transfer Agreement, 
met some of the demands of na- 
tional employers, the problem of 
providing a national enrollment 
spokesman for Blue Cross and 
more uniform benefit patterns 
continued to grow. None of the 
existing systems made it possible 
to provide uniform coverage to 
employees of a national employer 
in Plan areas where the Plan was 
unable to participate in a nation- 
wide agreement. It also became 
increasingly difficult for the Blue 
Cross Commission to carry out 
operating functions on behalf of 
Blue Cross Plans in a trade as- 
sociation framework. 

It became apparent at the An- 
nual Conference of Blue Cross 
Plans in April 1956 that the Blue 
Cross Association provided a 
ready-made framework within 
which the needs of national em- 
ployers could be met more effec- 
tively. A committee was appointed 
under the chairmanship of William 
S. McNary, executive vice presi- 
dent of the Michigan Blue Cross 
Plan, to develop the details of 
a proposed form of reorganiza- 
tion for the Blue Cross Association. 
In accepting the report of this 
committee at the special confer- 
ence on July 10, Blue Cross Plans 
proved again their determination 
to provide maximum service to 
subscribers without dilution of the 
basic concepts upon which Blue 
Cross was founded. 

In order to understand clearly 
the significance of this service it 
must be recognized that in 1955 
there were approximately 64 mil- 
lion employed Americans. Of these, 
6 million were engaged in agri- 
culture and 2 million in domestic 
employment. Of the other 56 mil- 
lion it is estimated that as many as 
65 per cent are employed by or- 
ganizations operating in two or 
more states. 

How does the reorganization of 
the Blue Cross Association provide 
a mechanism that can offer the na- 
tional employer a central spokes- 
man through whom either local 
benefits or uniform national bene- 
fits can be purchased for his em- 

(Continued on page 96) 
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characteristics of 


long-term patients 


CENSUS OF the pa- 
tients hospitals 

at a point in time pro- 
vides a picture substan- 
tially different from the 
more frequently used 
data on patients dis- 
charged during a stated 
period. In discharge data, 
each patient discharged 


by DEAN £E. KRUEGER and DEAN W. ROBERTS, M.D. 


A census of patients in general hospitals in Mary- 
land was made by the Commission on Chronte Iiness, 
Age, sex, race, length of say, and edmission diag- 
noses of patients were described in an article in this 
Journal in January 1955. Hospital atilization by 1 
population of Maryland in relation to these factors 
was reported, This is a more detailed ansiysls of 
data on long-term patients, i.c., these whe were in 
the hospital 30 days or more at the time of the survey. 


service, the finance of- 
fice, and in some in- 
stances, the patients. Ad- 
ministrators and staffs of 
the hospitals were most 
helpful in making infor- 
mation available. 
Length of hospital stay 
may be extended by 
medical factors such as 


is counted as one, re- 
gardiess of how many 
days he has been in the 
hospital; thus, the large numbers 
of patients who stay short periods 
are represented disproportionate- 
ly to the days of hospitalization 


which they receive. The likelihood - 


of a patient being in a census, on 
the other hand, is proportionate 
to the number of days he stays in 
the hospital. Census data reveal 
the number of days of hospital 
care rendered, while discharge 
data reflect turnover of patients. 

The 39 general hospitals partici- 
pating in the study had 6,833 beds 


Dean E. Krueger was associate director 
and Dean W. Roberts, M.D., director, Com- 
mission on Chronic Illness. Although the 
Commission was disbanded June 16, 1966, 
its work is being continued by the found- 
ing organizations of the Commission— 
American Medical Association, American 
Public Health Association, American Pub- 
ue Welfare Association and the American 

ospital Association. 
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and 5,161 patients, (98 per cent of 
all hospital beds and patients in 
Maryland). The census revealed 
that 601 patients (11.6 per cent of 
the total) had been in the hospital 
30 days or more at the time of the 
census. The median age of :hese 
long-term patients was 56 years, 
as compared with 42 years for the 
total hospital census and 30 years 
for the general population of the 
state. The numbers of men and 
women were approximately the 
same. Data are presented here on 
the characteristics of the 599 long- 
term patients on whom informa- 
tion is available. 

Information was secured from 
patients’ charts, nurses’ notes, 
medical and nursing staff, social 


difficulty in reaching a 
diagnosis, prolonged 
therapy requiring the fa- 
cilities of a general hospital, and 
slow convalescence. In other cases, 
factors not related to the need for 
hospital services may keep the 
patient in the hospital. The char- 
acteristics of the long-term pa- 
tients and the care they receive 
shed some light on the reasons 
for their staying in the hospital. 
Bed Stetus. One third of the long- 
term patients are fully ambulatory 
and are in bed only for normal 
sleep and rest. Another third are 
in bed all of the time. Except for 
a few patients (5 per cent) who 
have bathroom or meal privileges, 
the other 29 per cent are confined 
to bed, except when they are put 
in a chair (Table 1 p. 48). 
Confinement of long-term pa- 
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(a 
@ at 7 
| 


, by age* 
Bed Stetus (percentege distribution) 
Number | bed onty tor | Meal end in bed except 

Age Grove of bed only for bethreom when put in in bed 
(fa Patients Tete! sleep & rest privileges cheir ol! time 
All ages 524 100 34 5 29 33 
Under 5' 9 100 1 — 21 68 
5-14 30 100 40 — 23 37 
15-24 20 100 40 10 — 50 
25-34 44 100 36 2 i. 50 
35-44 49 100 45 6 20 29 
45-54 66 100 48 2 21 29 
55-64 102 100 36 7 33 26 
65-74 95 100 29 5 35 31 
75-64 76 100 21 8 43 28 
85 and over 23 100 13 ’ _ $2 26 


*Exciudes infants (mainly premetures). 


tients to bed varies substantially 
among age groups. The proportion 
confined to bed all of the time is 
high (one half) for children, even 
when infants are excluded, and 
for adults below the age of 35, but 
little more than one fourth for 
older age groups. For those 35 or 
older, however, the proportion who 
are in bed for only normal hours 
of sleep and rest decreases pro- 
gressively from approximately one 
half to one eighth for age 85 and 
over, while the proportion con- 
fined to bed, except when put in a 
chair, increases steadily from one 
fifth to more than half. Thus, the 
more elderly patients appear to be 
less acutely ill and less confined to 
bed, but also less ambulatory with- 
out help. This is characteristic of 
the older, infirm patient with a 
long-term, chronically § disabling 
illness. 


Ability to Walk. Approximately 
one half of the long-term patients 
(48 per cent) never walk. One 
tenth walk only with the help of 
an attendant, a few use walkers or 
wheel chairs to move about, and 
nearly 4 out of 10 (39 per cent) 
walk alone or with no more help 
than cane or crutch, Again exclud- 
ing children and young adults un- 
der 35 who constitute less than one 
fifth of all long-term patients, the 
proportion who walk unaided or 
with no more help than cane or 
crutch decreases sharply from one 
half at age 35 to 44, to one sixth 
at age 85 and over. The proportion 
who never walk or who need the 
help of an attendant increases with 
age to more than three fourths (78 


48 


per cent) at age 75 and over. 


Mental 
These two 


Cenfusion and incontinence 
disabilities are often 


found together in many patients. 
Mental confusion and incontinence 
are often caused by a single dis- 
ease, and both may result from the 
degenerative processes of senility. 
One fifth of all long-term patients 
(excluding infants) are mentally 
confused part or all of the time; 
three fourths of the confused pa- 
tients are aged 55 or older. One 
fifth of all long-term patients are 
also incontinent of feces or urine 
or both: two thirds of the incon- 
tinent patients are 55 or older. 

While these figures on disability 
show a great need for bedside 
nursing care, many long-term pa- 
tients in general hospitals appear 
to be able to provide for their own 
personal needs. 


DIAGNOSTIC GROUPS 


The 
among 


most 
long-term patients 


frequent diagnoses 
were 


Table 2. Characteristics of largest diagnostic groups of 
long-term patients in general hospitals and in 
proprietary nursing homes 

Percentage of Patients 
Median 
Diagnosis Mentally Medien | Length 
Number | Confined Uneble te | confused | incontinent Age of Stey 
of te bed | wolk witheut | (pert or | (feces or (Deys) 
Patients | or chair | assistence* | all time) urine) 
Patients in Genera! Hospitals 
Heart disease 72 55 45 20 22 62 50 
Malignant 
neoplasms 56 56 47 19 29 65 54 
Fracture 
of hip 43 93 95 24 26 76 57 
Other 
fractures 71 76 84 10 12 58 58 
Tuberculosis 37 72 57 22 19 26 57 
Paralysis 
affecting 
limbs 30 67 93 43 57 68 65 
Vesculor 
lesions 
of CNS 23 76 86 57 33 72 55 
Patients in Proprietary Nursing Homes 

Senility 344 19 29 81 30 83 380 

Hemiplegia 262 74 50 70 52 74 330 

Heort disease 185 27 44 59 24 79 260 

Other 

cireviatory 
disease 255 17 30 65 32 79 430 
Fracture 
(mainly 
of hip) 148 5? 78 46 32 80 280 
Arthritis and 
rheumatism 113 58 72 33 17 75 420 
Paralysis 
affecting 
limbs (except 
aa 6! 82 55 42 73 360 
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Table 1. Bed status of long-term patients in general a 


heart disease, which accounted for 
more than one tenth of the total 
(12 per cent), and malignant neo- 
plasms (9 per cent). Next most 
common. were fracture of hip and 
other fractures of leg (7 per cent 
each). Fractures of other bones, 
burns and other injuries due to 
external causes bring the total for 
that broad group to more than one 
fourth (26 per cent). Tubercu- 
losis, paralysis affecting limbs, 
vascular lesions of the central 
nervous system and prematurity 
were next in order. 

Many of these diagnoses are 
frequently diagnoses of patients 
in proprietary nursing homes in 
Maryland (Table 2).' 

There was no Clear relationship 
between diagnosis of long-term 
patients in general hospitals and 
confinement to bed or chair; many 
patients in each diagnostic group 
were so limited. In some instances, 
this confinement was probably due 
to physicians’ orders rather than 
to patients’ actual physical ability. 
Ability to walk, however, varied 
substantially with diagnosis. More 
than four out of five patients with 
fracture of hip or leg, paralysis 
affecting limbs and vascular lesions 
of the central nervous system 
never walk or walk only with the 
help of an attendant. On the other 
hand, more than half of the pa- 
tients with malignant neoplasms, 
heart disease, burns and diseases 
of the respiratory system walked 
without help or with no more help 
than cane or crutch. As would be 
expected, a relatively high pro- 
portion of patients with vascular 
lesions of the central nervous sys- 
tem and paralysis affecting limbs 
were both mentally confused (or 
unconscious) and incontinent, 

The median age of all long-term 
patients was 56, but there were 
differences by diagnostic group. 
The median age of patients with 
tuberculosis was 26 and that of 
patients with burns was 19. Pa- 
tients with malignant neoplasms, 
vascular lesions of the central 
nervous system, paralysis affect- 
ing limbs, arteriosclerotic heart 
disease and hip fractures had 
median ages between 65 and 75. 

The median length of stay of the 
long-term patients to the date of 

1. Roberts, D. W., “Characteristics of 


Patients in Nursing Care Institutions.” 
Am. J. Pub. Health 44:455, (April) 1954. 
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Number of Petients 


Anticipating @ change’ 
Living Arrangement Returning te same Pries 16 “4 Anticipated fot 
arrangement Od mission the future 

Totol 451 130 130 
With spouse 153 25 7 
With parents 71 17 4 
With children 57 20 4 
With other relatives 31 20 t.) 
Alone 47 24 _ 
Stoy in hospital indefinitely’ 44 
Nursing or convalescent home 

and homes for the oged -- _ 35 
Chronic disease hospitals 9 
Tuberculosis and meatal hospitols 10 
Veterans hospitals 4 
Other 52 is” 3 
Unknown 40 


Exciuding 12 premetures whe will presumably be diherged te the porents. 
patients 


2. tactudes termine! cases and other 
in the hespite!l is 


for whem ne pien ether then indefinite continvetion 


contemplated. 
3. Inctudes persons living with nonrelatives end « few whe hed been potients in another medica! 


institution. 


the census was 56 days. Nearly 
one fourth (24.1 per cent) had 
been in the hospital three months 
or longer. The only significant re- 
lationship between age and length 
of stay was that some very aged 
patients stayed very long times 
more-than one fourth of those 
aged 85 or over had been in the 
hospital six months or longer, 
The percentage of all patients 
who had been hospitalized 30 days 
or more was the same for hospitals 
in the city of Baltimore and in the 
counties of Maryland, which are 
primarily rural. Patients who had 
been in the hospital three months 


or more, however, were propor- 


tionately approximately twice as 
numerous in the counties (4.3 per 
1,000 patients in the census) as in 
Baltimore (2.1 per 1,000). 


LIVING ARRANGEMENTS 


Prior Living Arrangements. One third 
of the long-term patients were 
living with a spouse when ad- 
mitted, and more than one sixth 
(18 per cent) were living with 
parents. The other half of the pa- 
tients were living outside the typi- 
cal primary family, either with 
grown children (14 per cent), with 
other relatives (9 per cent), alone 
(13 per cent), or in some other 
arrangements (12 per cent). While 
only 35 per cent of all long-term 
patients were aged 65 or over, 


three fourths of those who were 
living with children, one half of 
those living with other relatives 
and 45 per cent of those living 
alone, were 65 or over. 

It appears that living arrange- 
ments may have been a problem 
for many of the aged persons even 
prior to this admission, and per- 
haps to a lesser extent, for younger 
patients, Due to their illness and 
the duration of hospital stay, it is 
likely that these arrangements 
would be more problematical after 
discharge. More than one fifth of 
the patients (22 per cent) were 
not expected by the hospital stat! 
to return to the same living ar- 
rangement. For those who had 
been in the hospital less than two 
months, the percentage for whom 
a change was anticipated was 19, 
increasing with duration of hos- 
pitalization to more than three 
fourths among patients who had 
been in the hospital six months or 
more. 

Living Arrangement After Discharge. 
One fifth (130) of the long-term 
patients anticipated a living ar- 
rangement different from that at 
admission. Comparison of living 
arrangements before admission 
with those anticipated for the fu- 
ture provides a crude measure of 
the over-all effect of the illness 
on these patients’ lives (Table 3). 

Most of the long-term patients 


49 


Table 3. Living arrangement of long-term patients prior 
to admission and anticipated future living ar- 
rangement 


for whom a changed living ar- 
rangement was anticipated had 
managed to live in the community 
prior to their hospital admission, 
except for some who were in homes 
for the aged or whose living ar- 
rangement was unknown. At the 
time of the survey, no plan other 
than a positive expectation of in- 
definite hospitalization was con- 
templated for one third, and ap- 
proximately one half expected to 
be discharged to one of the several! 
types of institutions for long-term 
medical and nursing care. Of 
the remaining one sixth, approxi- 
mately half planned to live with 
relatives. Either no plan or other 
plans had been made for the other 
half, 

Marital Status. The long-term pa- 
tients are almost equally divided 
among those who are single (35 
per cent), those who have a living 
spouse (36 per cent) and those 
who are either widowed, divorced 
or separated (29 per cent). In the 
general population, only 7 per cent 
are widowed, divorced or sepa- 
rated; and only 17 per cent are 
single, Even among persons aged 
50 and over, only 27 per cent are 
widowed, divorced, or separated, 
and only 9-per cent are single, The 
advanced age of many long-term 
patients largely accounts for the 
high proportion of widowed. Ab- 
sence of a spousé also increases 
the likelihood that an aged per- 
son will require care outside the 
home, 

Physician Responsible for Care. The 
long-term patients are approxi- 
mately evenly divided between 
private physicians’ patients and 
house staff patients. As a group, 
the patients of private physicians 
are much older (median age 65) 
than the patients of house staff 
physicians (median age 45). They 
differed little in the length of time 
they had been in the hospital at 
the date of the census. House staff 
physicians cared for the majority 
(three fifths or more) of patients 
with tuberculosis, diseases of the 
respiratory system, diseases of 
skin and cellular tissue, and burns. 
Private physicians cared for the 
majority of patients with malig- 
nant neoplasms, vascular lesions 
of the central nervous system, 
paralysis affecting limbs, heart 
diseases and leg fractures. 

Four out of 10 patients were on 


Table 4. Percentage of long-term 
specified hospital services during the 30 days 
prior to the census 

Service Percentage of Patients Receiving Service 

Surgery 274 

Diagnostic service 22.7 

Secial service 13.2 

Physical therapy 12.8 

Occupotional therapy 56 

X-ray therapy 2.3 

None of these services 40.9 


the general medical service; more 
than one third (35 per cent) were 
on the surgical service: and the 
other one fourth were on other 
services, The median age of pa- 
tients on the surgical service (58) 
was only slightly lower than of 
those of the general medical serv- 
ice (63). Approximately one half 
of the patients on other services 
were children. 


HOSPITAL SERVICES RECEIVED 


Prolonged care in a general hos- 
pital is justified only by the pa- 
tient’s need for specific services 
which hospitals provide. Some pa- 
tients, although in need of general 
nursing care, could be more ap- 
propriately placed in a facility less 
costly in terms of both professional 
personnel and money. 

Approximately one fourth of the 
long-term patients had surgery, 
and another one fourth received 
diagnostic services during the 30 
days prior to the census (Table 4). 
Some patients received more than 
one of the services listed, and some 
undoubtedly received other serv- 
ices, besides nursing care, not on 
this list. Some hospitals in the 
survey are not equipped to provide 
all of these services. The fact that 
two out of five patients, however, 
received none of these six services 
which are important facets to care 
of the long-term patient suggests 
that many of them may not belong 
in the general hospital. 

The proportion of patients re- 
ceiving none of these services dur- 
ing the 30 days prior to the survey 
was approximately the same for 
patients on the general medical 
service, surgical service and other 
services. Approximately one fourth 
of the patients of house staff physi- 
cians (27 per cent) received none, 
while more than half of the pa- 


tients of private physicians (54 
per cent) received none. This is 
largely accounted for by the fact 
that almost none of the patients of 
private physicians received social 
service or occupational therapy, 
and the number receiving diag- 
nostic services was substantially 
smaller than for patients of house 
staff physicians. 

The proportion of patients re- 
ceiving none of the six services 
was low (approximately one 
fourth) for patients aged 15 to 44, 
but considerably higher for chil- 
dren and the elderly patients. More 
than two thirds of those aged 75 
and over received none. Utilization 
of the services varied substantially 
among diagnostic groups—three 
fifths or more of the premature 
infants and patients with leg frac- 
tures received none, while only 
approximately one fourth of the 
patients with tuberculosis, diseases 
of the respiratory system, diseases 
of skin and cellular tissue, and 
burns received none of the six 
hospital services. 

Of long-term patients in hospi- 
tals in Baltimore, the only large 
city in the state, only one third 
received none of the six services; 
the highest percentage receiving 
none of them for any hospital was 
67. For hospitals in the counties, 
the percentage was 44, and in 9 of 
the 20 hospitals, none of the 46 
long-term patients received any of 
the services. This probably indi- 
cates a lack of availability of serv- 
ices in some hospitals. 

Long-term patients receive large 
amounts of service from the nurs- 
ing staff of the hospitals. The vast 
majority have temperature, pulse 
and respiration recorded, and re- 
ceive oral medications, bed bath, 
and rub or massage. Four out of 
ten (43 per cent) receive hypo- 
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dermic injections and one fourth 
(26 per cent) have enemas. 
Smaller proportions have dress- 
ings, catheter irrigations, tub baths, 
intravenous fluids and compresses. 


Most of the long-term patients 
in general hospitals who receive 
these services, receive them daily 
or more often. Only intravenous 
fluids and enemas are usually ad- 
ministered less frequently. The 
median number of different kinds 
of nursing service received was 
five, and did not differ significantly 
for patients on the general medi- 
cal, surgical, or other service. 

A survey of patients in proprie- 
tary nursing homes in Maryland 
provided comparable data on nurs- 
ing services received.” The propor- 
tion of long-term patients in gen- 
eral hospitals who receive the 
various types of nursing care is 
larger than the proportion of pa- 
tients in nursing homes, for nearly 
all types of services (Table 5). 

Patients of private physicians 
and of house staff physicians re- 
ceived approximately the same 
number of nursing services. There 
were, however, differences in the 
proportions of these two groups 
of patients who were receiving a 
particular service. More patients 
of private physicians received bed 
baths and rub and massage, and 
fewer received tub bath assistance. 
Fewer private patients received 
hypodermic injections and com- 
presses, while many more received 
enemas. These differences may re- 
flect partially the greater age of 
patients of private physicians and 
differences in diagnoses noted 
earlier. 


The long-term patient and his 
family were the source of funds for 
care in more than two fifths of the 
cases (Table 6). More than one 
fourth of the patients were re- 
ceiving aid from public medical 
care programs and another one 
fifth had nonprofit or other pri- 
vate prepayment insurance bene- 
fits. Part or all of the cost of care 
of one eighth of the patients was 
borne by the hospitals, and 4 per 
cent were compensation § cases. 
Some patients were using two or 
more sources of funds. 


Among house staff patients, ap- 


2. Ibid. 
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Genera! hospitals Nursing homes 

TPR 97.5 55.7 
Oral medication 79.0 55.2 
Bed bath 704 57.7 
Rub and massage 68.9 70.7 
Hypodermic injection 42.7 110 
Enema 25.7 19.4 
Dressings 18.5 39 

irrigation 7.3 10 
Tub beth 65 43.1 
Intravenous fvids 65 4 
Compresses 4.2 2.1 


proximately one half were receiv- 
ing aid from public medical care 
programs; it is noteworthy, how- 
ever, that one fifth were using 
their own or family funds, and one 
sixth had prepayment insurance 
benefits. This is counter to the 
usual assumption that all house 
staff patients received care entirely 
through some form of community 
assistance. More than two thirds 
of the patients of private physi- 
cians had their own funds, 3 out 
of 10 had prepayment insurance 
benefits, and only one tenth were 
aided by public medical care pro- 
grams. 

As would be expected, patients 
in private and semiprivate accom- 
modations were paying for their 
care more often than patients in 
wards of five beds or more. It is 
interesting to note, however, that 
one fourth of the patients in wards 
were paying all or part of the cost 
of their care, and one tenth of the 
patients in private rooms (11 per 


cent) and one sixth of the patients 
in semiprivate rooms (16 per cent) 
were receiving aid from public 
medical care programs. 

Young adults aged 25 to 34 or 
their families were least often 
paying for their care (11 per cent) 
and the proportion in each age 
group increased steadily to nearly 
two thirds (65 per cent) at age 
75 and over (Table 7). One might. 
infer that young adults are likely 
to be the sole source of their own 
support, without having built up 
substantial assets, and become de- 
pendent when ill for a long time, 
while aged persons often have 
children or a backlog of assets to 
help pay for their care. This infer- 
ence is supported by the fact that 
the proportions receiving aid from 
public medical care programs was 
substantially greater in the ages 
25 through 54 than at older ages. 


INSURANCE BENEFITS 
The proportion of patients ap- 


by physician responsible for care 


Seurce of Funds Tete!’ Private Physician Steff Physician 
Number of patients 569 273 262 
Percent of Tete’ 
Patient and/or family 44 68 22 
22 29 16 
Public medicol core 28 46 
Private welfere ogency 4 
sation 4 
Me poyment (“service” 
cose) 13 5 21 
None of the cbove, 
or unknown 7 4 


Table 5. Percentage of long-term patients in general 
hospitals and patients in proprietary nursing 
homes receiving specified nursing services 

SOURCES OF FUNDS 
2. Sum of percenteges exceeds 100 becouse of multiple sources for some patients. 
5 | 


plying insurance benefits to the 
cost of hospital care is highest for 
children aged 5 through 14——~pre- 
sumably their parents’ insurance 

and middie aged adults (35 
through 64). It is well known that 
many people 65 and over do not 
retain hospitalization § insyrance. 
Many persons aged 15 through 24 
have lost entitlement to benefits 
under parents’ insurance and have 
not yet acquired coverage in their 
own right. 

There is some evidence that 
ability to pay as well as the need 
for general hospital care is a fac- 
tor in determining the particular 
aged persons who stay long periods 
in the general hospital. The pro- 
portion of patients receiving none 
of the specific hospital services 
other than nursing described above 
during the 30 days prior to the 
census is lowest at age 25 to 34 
(23 per cent) and increases steadi- 
ly with advancing age to more 
than two thirds at age 75 and 
over, Striking declines with ad- 
vancing age are observed in the 
proportions of patients receiving 
diagnostic services, surgery, occu- 
pational therapy and social service. 
Furthermore, patients of private 
physicians are older than house 
staff patients, and the most aged 
stay for longest periods of time 
(Table 7). Adding the differences 
between diagnoses of private and 
house staff physicians, one can ob- 
serve that if there are long-term 
patients in the general hospitals of 
Maryland who do not receive 
services which general hospitals 
are designed to provide and who, 


Table 7. Long-term patients 


therefore, could more suitably be 
cared for in a chronic disease hos- 
pital or nursing home, they will 
most likely be found among the 
elderly patients of private physi- 
cians who are able to pay for care 
and are on the general medical 
service with diagnoses of cancer, 
paralysis resulting stroke, 
heart disease or fracture of hip. 
These are typical of patients in 
nursing homes. 

“Special” or Modified Diets. A hos- 
pital administrator can easily de- 
termine the proportion of meals 
served in his own institution dur- 
ing a given period which are modi- 
fied diets of various kinds. It may 
be interesting to administrators to 
compare their figures with the fol- 
lowing percentages for all long- 
term patients in general hospitals 
in Maryland: 


Percentage 


Type of Diet of Patients 


Total 100 
Regular 57 
Soft or pureed 10 
Salt restrictive 10 
Diabetic 4 
All other “special” 19 


Reason Patients Remain in the Hos- 
pitel. The opinion of the hospital 
staff was sought as to why the 
long-term patients were in the 
hospital on the date of the survey. 
It was an attempt to classify the 
patients according to whether they 
needed general hospital care at 
that time, or whether they had 
ceased to need it but had not been 
discharged. In most instances the 


having specified sources of 


funds, by age 
Percent of Total in Each Age Group* 
Age of Public Private 
patients Patient and/or medica! welfare Nene of these, 
famity Insuronce core agency or unknown 
All ages 593 42 21 27 2 23 
Under 5 59 34 19 25 3 34 
5.14 30 20 33 37 30 
15-24 21 33 5 19 5 38 
25-34 47 23 34 3. 38 
35-44 51 20 29 4) 29 
45.54 75 28 36 36 5 24 
55-64 104 50 32 22 -~ 16 
65.74 102 59 17 22 4 18 
75 and over 104 65 22 5 


*The sum of percentage: for on oge group erceeds 100 because of mvitipie sources for some 
patients. 
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opinion was given by the nursing 
staff. 

According to this opinion, more 
than three fourths of the long- 
term patients were staying in the 
hospital for completion of treat- 
ment (73 per cent) or completion 
of diagnostic studies (4 per cent). 
Nearly one tenth (9 per cent) re- 
mained, not because of need for 
general hospital care, but because 
a bed was not presently available 
in a more suitable place. Similarly, 
2 per cent remained because they 
had no home to go to, and 11 per 
cent remained for a variety of 
reasons not related to need for 
hospital care. These included 
awaiting the processing of papers 
transferring them to other insti- 
tutions, their personal preference 
or that of relatives to whom pay- 
ment of costs seemed to be no 
problem, and failure of adminis- 
trative procedures for discharge. 
All told, the opinion is that a total 
of 22 per cent of the long-term 
patients did not need care in a 
general hospital on the date of the 
survey. While they represent only 
2 or 3 per cent of all general hos- 
pital patients, at least some of the 
beds they occupy could be made 
available for other patients if there 
were more adequate numbers of 
beds in less expensive types of 
facilities, better counseling and 
placement services, and tighter ad- 
ministrative control of discharge 
procedures. 

Long-term patients in a census 
of general hospitals in Maryland 
have been described in terms of . 
their disabilities, diagnoses and 
length of stay in the hospital. A 
census provides data on the num- 
ber of days of hospital care ren- 
dered, rather than on patient 
turnover as reflected in discharge 


data. The amount and kind of 
nursing care and other hospital 
services received has been an- 


alyzed, along with the sources of 
funds used to pay for care. Living 
arrangements prior to admission 
have been compared with antici- 
pated arrangements after dis- 
charge, giving a rough measure of 
the over-all effect of illness on the 
patient's life. The relationships be- 
tween these factors give some clues 
to the types of patients who stay 
in general hospitals beyond the 
length of time their need for hos- 
pital care indicates. * 
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ARMSTRONG X-P 


(Explosion-Proof) 


EXPLOSION-PROOF | 


for use in the 


DELIVERY ROOM 


| EXPLOSION-PROOF 


for use wherever 
inflammable anesthetic 
gases are used 


EXPLOSION-PROOF 


for use in the 
OPERATING ROOM 


SAFE 


for aseptic transporting of 
infants from delivery room 
to nursery 


Baby Incubator 


The Armstrong X-P (Explosion-proof) 
incubator is the FIRST explosion- proof 
baby incubator ever built and the FIRST to 
be tested and approved by Underwriters’ 
Laboratories. X-P incubators may now be 
equipped with our 40% Oxygen Limiting 
Valve (which locks at either 40% or 
100%) as accessory equipment at low cost. 
Write, wire, or phone for complete details. 


THE GORDON ARMSTRONG CO., Inc. 


508 BULKLEY BLDOG., CLEVELAND 15, OHIO, U.S.A. 
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Someone Is traveling time for 
the officers and staff of the As- 
sociation. The majority of the 
regional and state associations 
meet in the spring and the sched- 
ule is really crowded until about 
the first of June, The privilege of 
representing the American Hos- 
pital Association at various state 
meetings over the country has been 
a source of real personal pleasure 
to me during the past two years. 
It has also been an opportunity to 
review in detail the tremendous 
accomplishments that our state as- 
sociations are making in behalf of 
their member hospitals. In all sec- 
tions of the country there is rapidly 
increasing activity by the state 
associations and expanding pro- 
grams are underway. The strong 
support that is being given to the 
expanded programs at both the na- 
tional and state levels by hospitals 
throughout the country is good 
evidence of the determination of 
hospitals to keep step with the 
improvements in service which are 
being made in many other in- 
dustries. 

When one talks of expanded 
program at both the national and 
state levels the question properly 
arises as to the appropriate role 
of each in the total job to be done. 
Collateral questions of duplication 
of effort and of possible competi- 
tion between the national associa- 
tion and the state association can 
be raised, Equally important to the 
questions of overlapping activities 
are those of omission, program 
gaps and synchronization of effort. 

These are questions that gre re- 
ceiving the careful attention of 
the officers and staff of the Ameri- 
can Hospital Association as the 
Association moves ahead with its 
expanded program. They are ques- 
tions that must be examined by 
each state hospital association if 
optimum returns are to be re- 
ceived by the member hospitals 
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which are the common denomina- 
tor of both the state and the na- 
tional association. 

The rate of growth in strength 
of state hospital associations has 
influenced the program of the na- 
tional association in two important 
ways. The Association has had to 
carry on some activities that could 
have been much better accom- 
plished at the state level, but more 
important, it has not been able to 
undertake some programs, or in 
other instances secure maximum 
benefit from programs undertaken, 
because a_ sufficient number of 
state associations were not pre- 
pared to carry through at the state 
level. 

The division of responsibility 
between the national association 
and the state associations is fairly 
clear-cut in the area of represen- 
tation, National questions require 
national representation whether in 
the fields of legislation, liaison with 
national agencies and national or- 
ganizations, or public relations of 
hospitals at the national level. 
Questions peculiar to a particular 
state are best handled by those 
directly concerned and most inti- 
mate with the social, economic and 
political background within that 
state. 


AND quite simple, cri- 
teria serves to dictate what 
an organization undertakes. Re- 
sources provided by members of 
a group should be utilized for the 
benefit of the largest possible num- 
ber of the members of that group. 
Every organization must give pri- 
mary attention to problems com- 
mon to its entire membership. This 
does not mean that a national or- 
ganization must wait until a prob- 
lem has spread to its entire mem- 
bership. A properly conducted 
national organization must con- 
stantly study developments effect- 
ing any segment of its membership 


and determine the possible signifi- 
cance such developments may hold 
for the entire field. 

State organizations must utilize 
their resources in behalf of those 
hospitals within the state com- 
munity and on those problems di- 
rectly concerning the hospitals 
within the particular jurisdiction. 
The national association can serve 
an important role by acting as a 
clearing house of information on 
problems and projects which vari- 
ous state associations have experi- 
enced and which may serve as 
guides to other state associations 
when confronted with similar sit- 
uations. Also, the national associa- 
tion develops policy statements on 
various matters that serve as 
guides to state associations in in- 
stances where such matters be- 
come of concern at the state level. 

In the area of membership serv- 
ices the line of demarcation be- 
tween national and state efforts 
lies between development and im- 
plementation. 

A well staffed national associa- 
tion offers decided advantages in 
the areas of program development. 
It can provide a pooling of experi- 
ence and information on hospital 
problems; the advantages of vol- 
ume distribution on manuals and 
other printed materials; a wider 
spread on the costs of research and 
the costs of specialists. It can de- 
velop principles and tools that 
have universal application for all 
hospitals. These accomplishments 
have little value, however, unless 
they are put into effective use in 
the individual hospital. Therein 
lies the responsibility and oppor- 
tunities of the state hospital as- 
sociations. 


Ray E. Brown, president 
American Hospital Association 
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New, Well Tolerated Medium 
for Excretory Urography 


DIAGNOSTIC FILMS 


Write for detailed literature or consult your local 
Winthrop representative. 


NEW YORK N.Y. WINDSOR, ONT. 


in a series of 1123 patients 
SODIUM 
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a four-step 
program for 


by MADELENE M. DONNELLY, M.D., M.P.H. 


ea DEATHS have de- 
creased appreciably in the 
last few years. This decrease can 
be attributed to a number of fac- 
tors, including early and more ade- 
quate prenatal care, increase of 
hospital deliveries, increased use 


and availability of whole blood,’ 


introduction of antibiotics, and the 
improvement of medical tech- 
niques and abilities, 

There has also been a decrease 
in infant death rates, but this de- 
cline has not been apparent in 
deaths occurring on the natal day 
or in the neonatal period. Causes 
and prevention of fetal deaths have 
been ignored almost completely. 
Perinatal deaths must be reviewed 
with the intensity used on mater- 
nal deaths if perinatal loss is to be 
decreased. 

The first step in prevention of 


Madelene M. Donnelly, M PH., is 
director of the division of maternal and 
child health, lowa State Department of 
Health, Des Moines. 


perinatal deaths is providing ade- 
quate consultation to the nursery 
staff. A committee or a single 
member of the medical staff should 
be responsible for reviewing and 
approving routine procedures in 
the newborn nursery. Such a 
committee can do much toward 
conserving nursing time by formu- 
lating uniform procedures and 
periodically reappraising standing 
orders. Individual doctors should 
cooperate with the committee for 
the improvement of nursery pro- 
cedures, For example, it should 
not be necessary to provide as 
many different formulas as there 
are doctors on the staff. One house 
formula should meet the needs of 
any normal newborn. 

Another important part of the 
nursery committee's work is mak- 
ing a detailed study of every peri- 
natal death, in an attempt to 
determine the cause and preventa- 
bility of each. Such studies create 
interest and often further medical 
knowledge. 

The second step in the preven- 


... reducing 
perinatal mortality 
in the nursery 


tion of perinatal deaths is examin- 
ing the facilities of the nursery. 
Briefly, the newborn nursery must 
be so constructed that it is isolated 
from the general hospital. Floor 
space between bassinets should be 
enough to eliminate the possibility 
of cross infection and to allow ease 
of work. In hospitals with a large 
case load the nursery should be 
divided into units so that no more 
than 12 infants are in one nursery. 
Good heating and ventilation, as 
well as controlled humidity, are 
basic necessities. Examining rooms, 
observation rooms, and_ special 
premature rooms, although sepa- 
rate from the nursery, should be 
readily accessible. Such a physical 
arrangement provides for the ex- 
clusion of all nonnursery person- 
nel, including the medical staff. 
The attending physician should see 
the infant in the examination room 
only after observing scrubbing 
techniques practiced by regular 
nursery personnel. Only in emer- 
gency should he enter the nursery. 

Equipment should consist of in- 
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in the hospital, diuresis can't be a “sometime thing’ 


For the hospitalized cardiac, the diuretic 
you employ must work the first time or 
there may not be another time. This is 
why more hospitals use MERCUHYDRIN 
to insure initial adequate diuresis. Con- 
sistently the standard by which all other 
diuretics are judged, MERCUHYDRIN can 
be depended upon to meet the patient’s 
needs in overcoming the effects of fluid 
retention in acute congestive failure. 


for initial control of severe failure 


MERCUHYDRIN’ 


SODIUM 
(BRAND OF MERALLURIDE INJECTION) 
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And once the patient is over the acute 
phase, both he and your nursing staff will 
appreciate the convenience and effective- 
ness afforded by oral NEOHYDRIN. This 
“full-time” oral organomercurial diuretic 
has proved its value in replacement of 
injections in all degrees of heart failure. 


for sustained oral diuresis 
TASLET 


NEOHYDRIN’ 


(BRAND OF CHLORMERODRIN) 
(19.3 MG. OF PROPYL UREA 
ALENT TO MG. OF MERCURY IN EACH TABLET) 


LAKESIDE 
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dividual care bassinets and a few 
incubators. Depending on the inci- 
dence of small premature infants, 
one or two hand-hole type incu- 
bators may be necessary for caring 
for the very small or extremely ill 
infants. Oxygen must be readily 
available, but more important to- 
day is the need of an analyzer to 
check the exact concentration of 
oxygen. 

The third step of the program is 
an examination of the nursing staff 
itself, Personnel in this section 
need close health supervision, spe- 
cialized training, and an abiding 
interest in the welfare of infants. 
Too often misfits whose nursing 
ability is so poor that adult pa- 
tients will not tolerate them are 
assigned to the nursery. 


CLEANLINESS VITAL 


Nursery personnel must have a 
dressing room in which to remove 
outer clothing and street shoes. 
After changing into hospital shoes, 
work dress and cap, the nurse must 
wash thoroughly and don a sterile 
gown before going into the nurs- 
ery. Once she is in the nursery, 
hands are washed between service 
to each infant. Whether a mask 
must be worn depends on local 
regulations. Unless worn properly 
it is of no value and may be used to 
hide an upper respiratory infection. 

The fourth step of the program 
of prevention of perinatal deaths 
refers directly to the newborn in- 
fant, There are few fundamental 
needs of the newborn infant: 
warmth, food, close observation to 
detect any sign or symptom of a 
pathological condition, and tender 
loving care. 

Close observation in the first few 
hours of life will lead to early de- 
tection of many conditions which 
may be overcome if treated early. 
This re-emphasizes the need for 
close supervision by a competently 
trained nurse. 

The only protection an infant 
has against infection is his own 
intact skin. A “hands off” policy 
will protect the skin, 
whereas vigorous and frequent 
bathing will add to chances of in- 
fection. Actually, a newborn needs 
only enough cleaning to make him 
presentable to his parents. Ten to 
fourteen days must elapse before 
his skin assumes its normal tex- 
ture. No amount of medication or 


oil will hasten this development. 

The most contaminated articles 
in the nursery are the soiled dia- 
pers. These must be removed with 
as little handling as possible by the 
nursery attendant and dropped 
into a covered container, then re- 
moved frequently to another area 
of the hospital where they are 
rinsed and laundered by nonnurs- 
ery personnel. 


FORMULA PREPARATION 


If a baby cannot be breast fed, 
it is important that his formula be 
sterile. Terminal sterilization, the 
preferred technique to assure a 
safe formula, saves a great deal of 
nursing time once the nurse has 
become familiar with it. If termi- 
nal sterilization is done, it must 
be done properly to be effective. 
For example, if bottle and formula 
are processed separately from the 
nipples and the nipples are applied 
to the bottles at feeding time, this 
break in technique defeats the en- 
tire procedure even though it pro- 
longs the life of the nipples. 

The method of housekeeping in 
the nursery has a great effect on 
protection against infection. Jani- 
tors who come into the nursery 
should be closely supervised and 
carefully trained in acceptable 
practices, No dry dusting or mop- 
ping should ever be permitted. 
Scrubbing with soap and water is 
still the best way to keep the 
nursery clean. 

Many of the errors made in 
handling a newborn stem from the 
failure of personnel to adjust to 
the shortened stay of the infant 
in the hospital. Nurses expect de- 
velopment and formation of be- 
havior patterns that were seen 
when the stay in the hospital was 
12 to 14 days. For example, the 
infant’s skin formerly had reached 
its normal texture by the time he 
went home; now, with early dis- 
missal, the skin is dry-looking and 
peeling, leading some mothers to 
think something is wrong. The 
nurse should explain that the con- 
dition is normal. Today an infant's 
feeding is apt to be hurried. No 
infant should be fed the first 24 
hours, some not for 48 hours. There 
is a tendency to rush feeding, par- 
ticularly if the mother wants to 
breast feed her baby. Breast feed- 
ing is still more satisfactory than 
formulas, but is often discouraged 


by nurses and doctors who do not 
want to take time to encourage 
mother and infant. At the other 
extreme, with short post partum 
hospitalization, nurses rush against 
time and try to establish breast 
feeding before nature intended it 
to start. 


STAFF UNAWARE OF DANGER 


Hospital staffs often are unaware 
of possible sources of contamina- 
tion in the nursery because they 
do not see active cases of impetigo 
or diarrhea. Many infants still have 
infections but the incubation peri- 
od of the diseases are long enough 
and hospital stay of the infant 
short enough to permit dismissal! 
before the onset of symptoms. 

The hospital staff can no longer 
dismiss obstetric patient from care 
when she is released from the hos- 
pital. Service given in the hospital 
must be extended to integrate with 
post-hospital follow-up. When vis- 
iting nurses or public health nurses 
are available, the hospital adminis- 
trator and staff should work close - 
ly with them to extend prenatal! 
and post partum education to the 
entire community as well as to 
patients. 


Notes and Comment 


Parenteral products course 

A second course in the prepara- 
tion of parenteral products will be 
offered this month by the Phila- 
delphia College of Pharmacy and 
Science and the Philadelphia Hos- 
pital Pharmacists Association. The 
need for a second course was in- 
dicated by the response to the 
first one, which was conducted in 
June. 

The second series of laboratory 
experiments, lectures, film show- 
ings and demonstrations will com- 
mence Monday, August 6, and 
continue through August 17 in the 
parenteral products laboratory of 
the college. This course, identical 
with the first, will be conducted by 
Prof. Kenneth E. Avis of the col- 
lege faculty. 

Attendance again will be limited 
to 12 persons, all to be hospital 
pharmacists. The fee is $50. Ap- 
plication for attendance may be 
made through the registrar of the 
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\ A. 5. ALOE COMPANY 
° ment ¢ 1831 Olive St., St. Louis 3, Mo, : 
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eee YOU'LL WANT THIS! Hospital 

Street 

City and Zone State 


Prepared by recognized specialists in equipment selection for the 
modern nursery. [temizes equipment for both nursery and formula 
rooms. Lists and illustrates with diagrams and floor plans every 
piece of equipment you'll need to modernize your nursery. Gives 
minimum equipment requirements; describes desirable features 
of recommended units. To request your copy just fill out and 


return coupon above or jot a note on your hospital letterhead. 


¢ 


- 


*. s. ALOE COMPANY _ “BETTER HOSPITAL EQUIPMENT FOR BETTER Tasowas CARE 
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college, which is located on Forty- 
third St., Kingsessing and Wood- 
land Avenues, Philadelphia 4. ® 


The two hearts of a child 


A child has two hearts—the 
physical one and the emotional 
one, Dr. Willis J. Potts of Chil- 
dren's Memorial Hospital, Chicago, 
wrote recently in the Journal of 
the American Medical Association. 

The physical heart is a rugged 
mechanism that will tolerate the 
ravages of infection, the scars re- 
sulting from impaired blood sup- 
ply, and the approaches of sur- 


Public warning 


geons’ tools. But the emotional 
heart is a delicate mechanism, 
sensitive to the slightest wound 
of fear, insecurity, indifference, 
thoughtlessness and misunder- 
standing. 

Doctors often must deal with 
both hearts, but even when they 
are not working with the physical 
heart they must consider the emo- 
tional one, Dr. Potts stated. The 
emotions aroused in children by 
encounters with doctors and 
nurses, long hospital stays, and 
surgical operations can leave deep 
and serious psychological scars. ® 


against Hoxsey cancer treatment 


Sufferers from cancer, their 
families, physicians, and all con- 
cerned with the care of cancer 
patients are hereby advised and 
warned that the so-called Hoxsey 
treatment for internal cancer has 
been found by the United States 
Court of Appeals for the Fifth 
Circuit, on the basis of evidence 
presented by the Food and Drug 
Administration, to be worthless. 

The Federal Food, Drug, and 
Cosmetic Act authorizes dissemi- 
nation of information regarding 
drugs in situations involving im- 
minent danger to health or gross 
deception of the consumer. 

The Hoxsey treatment for in- 
ternal cancer involves such drugs. 
Its sale represents a’grass decep- 
tion to the consumer. It ‘is immi- 
nently dangerous to rely upon it 
in neglect of competent and ra- 
tional treatment. 

The Hoxsey treatment costs the 
patient $400 plus $60 in additional 
fees; expenditures which will yield 
nothing of any value in the care 
of cancer, It begins with a super- 
ficial and inadequate examination 
of the patient at the Hoxsey Can- 
cer Clinic, Dallas, Tex., or Portage, 
Pa. The patient at Dallas is then 
supplied with one of the following 
“cancer” medicines: Black pills, 
red pills, a brownish-black liquid, 
or a light red liquid. The black 
pills and the brownish-black liq- 
uid contain: Potassium iodide, 
licorice, red clover blossoms, bur- 
dock root, Stillingia root, berberis 
root, poke root, cascara sagrada, 
prickly ash bark, and buckthorn 
powder. The red pills contain po- 
tassium iodide, red clover, Stil- 
lingia root, poke root, buckthorn, 


60 


and pepsin. At Portage the patient 
is given the same “cancer” medi- 
cation although the colors of the 
pills are different. The light red 
liquid medicine is potassium iodide 
in elixir of lactated pepsin. There 
is evidence that potassium iodide 
accelerates the growth of some 
cancers, 

The Food and Drug Administra- 
tion has conducted a thorough and 
long-continuing investigation of 
Hoxsey’s treatment. His claimed 
cures have been extensively stud- 
ied and the Food and Drug Admin- 
istration has not found a single 
verified cure of internal cancer 
effected by the Hoxsey treatment. 
In addition, the National Cancer 
Institute of the Public Health 
Service has reviewed case histories 
submitted by Hoxsey and advised 
him that the cases provided no sci- 
entific evidence that the Hoxsey 
treatment has any value in the 
treatment of internal cancer. 

On Oct. 26, 1953, Harry M. Hox- 
sey, the Clinic, and all persons in 
active concert with him were en- 
joined by the U.S. District Court 
at Dallas, Tex., from shipping their 
worthless cancer medicines in in- 
terstate commerce with labeling 
representing, suggesting, or im- 
plying that the products are ef- 
fective in the treatment of any 
type of internal cancer. While the 
government intends to prosecute 
violations of the injunction, this 
warning is necessary for the im- 
mediate protection of cancer vic- 
tims who may be planning to take 
the Hoxsey treatment. 

Those afflicted with cancer are 
warned not to be misled by the 
false promise that the Hoxsey can- 


cer treatment will cure or alleviate 
their condition. Cancer can be 
cured only through surgery or 
radiation. Death from cancer is 
inevitable when cancer patients 
fail to obtain proper medical 
treatment because of the lure of 
a painless cure “without the use 
of surgery, x-ray, or radium” as 
claimed by Hoxsey.—GeEorGE P. 
LARRICK, commissioner of food and 
drugs, Food and Drug Administra- 
tion. 


Residency deferments continue 


To ensure that the armed forces 
will continue to receive medical 
officers who have had residency 
training in certain fields, the di- 
rector of selective service and the 
Department of Defense have 
agreed to continue the program 
known as the “Armed Forces Re- 
serve Medical] Officer Commission- 
ing and Residency Consideration 
Program.” 

This program permits a limited 
number of regular registrants who 
are or become medical reserve of- 
ficers to complete their residency 
training prior to being called to 
active duty. To implement this 
agreement, the director of selective 
service will recommend the defer- 
ment of registrants selected by the 
assistant secretary of defense 
(health and medical) for essential 
residency training under this pro- 
gram, 

Selected registrants are certi- 
fied to the selective service system 
by means of a request for defer- 
ment for residency training (SD 
Form 247). Upon receipt of this 
form properly completed, the di- 
rector of selective service forwards 
it to the registrant's local board 
through the selective service di- | 
rector of his state. 

In addition to the residency con- 
sideration program for reserve 
medical officers of the armed 
forces, deferments will be recom- 
mended for a limited number of 
regular registrants who are or be- 
come medical reserve officers of 
the Public Health Service. Defer- 
ment will enable them to complete 
their residency training prior to 
being called to active duty. 

Selected registrants will be cer- 
tified to the selective service sys- 
tem on a request for deferment for 
residency training (PHS Form 
2524). 
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all the necessary ingredients and the various steps 
in preparation and then to set up the recipe in detail and 
in logical order on a convenient size index card. 


hood sewwice and dhe 


li is important to visualize the recipe a? work with 


BUTTER CAKE 
Portions: 46 (2 pans cut 6 « 4) 
Size of pon 14 9 « 2 inches 


2. $i Bows, behing powder, ond salt 


3. Use fet beater on mixer 


4 Creem better on mixer aot medium te 40 minutes. 


INGREDIENTS wT. O8 AMT. speed for 10 minutes. Add suger 

Cake flew 2. grodvelly and continue creaming 

Betting powder resp nl light end fu@ly 

Seit 1% tep. 5 Add flevering as seen all of suger 

Butter 14 o hes been edded Blend well 

Suge: 2 6. Beat eggs light end edd te 

Veniile thee creamed mixture. Continve creaming 

fgg: 12 o for 2 minutes 

Polke 3 cups 7. Add att of fleur, then off of mitt. 
MIXER METHOO Mix ot low speed fer minutes, 


scraping dewn from the sides of bow! 
before chenging speeds; then beet of 
medium speed fer 10 seconds 

together twice Turn inte 2 greased ebleng pens. 
Boke in moderate even (350°) for 35 


tn FOOD service should 
provide good quality food to 
the patient in the form of delicious, 
tempting meals to help keep his 
morale high and to make his hospi- 
tal stay a relatively enjoyable one. 
The service of quality food in the 
hospital is also important for the 
staff. 

How can quality food be as- 
sured in the hospital kitchen? Cer- 
tainly not by the efforts of one 
person alone, but by the coopera- 
tive effort of the entire food or- 
ganization. Each person who has 
a part in food preparation and 
service must know what is meant 
by “quality” food and must be 
kept on his toes to produce it. 
Attention to detail in every phase 
of food buying, preparation and 
service is the only way in which 
quality food can be assured. 


NECESSARY TOOL 


One of the most important tools 
in achieving quality food in quan- 
tity is the standardized recipe. It 
helps insure uniformly good, quali- 
ty food from day to day and helps 
to keep food costs within budget 
limits. 

In approaching the problem of 

Lenore M. Sullivan is professor, Depart- 


ment of Institution Management, lowa 
State College, Ames. 


AUGUST |, 1956, VOL. 30, PART | 


recipe standardization, it is well to 
evaluate the recipes that are on 
hand in terms of their distinctive- 
ness, good flavor, ease of prepara- 
tion and cost. There is usually a 
considerable amount of “dead 
timber” in any recipe file, so it is 
wise to weed out recipes that are 
unused, out of date, or unsatisfac- 
tory. The dietitian should then set 
a recipe goal for herself and her 
staff and begin “standardizing” 
her recipes and trying out new 
ones. Although there are many 
good quantity recipes available, 
they need to be adapted to the 
needs of a particular hospital. 

It adds interest and zest to the 
regular routine of food production 
to have a “brand new” recipe tried 
out and developed into a usable, 
quantity one. Although there may 
be some resistance to recipe de- 
velopment, if the dietitian is en- 
thusiastic about it, her enthusiasm 
will be reflected in her staff. 

There are innumerable sources 
of new recipes. A patient or stalff 
member may suggest one. It may 
be one that you have come across 
in your travels or an interesting 
and distinctive small quantity reci- 
pe from one of the current maga- 
zines. The old adage that “the crea- 
tion of a new dish is as important 
as the discovery of a new star” 


how to write a 


standardized recipe 


by LENORE M. SULLIVAN 


should spur the dietitian on to 
greater heights in the working out 
of new recipes. 

Since recipe acceptance is of 
primary importance, why not set 
up a tasting or testing panel’ 
These people can help score o1 
judge the recipe and make helpful 
suggestions for its improvement. 
After the recipe, has been ap- 
praised, judged and accepted by 
the group, the dietitian can de- 
velop the recipe into the correct 
size for her particular situation. 


RECIPE MULTIPLICATION 


In the evolution of a small 
quantity recipe to a large one, it 
is best to increase the recipe grad- 
ually. Double it the first time it is 
made and compare it with the 
original small quantity recipe. If 
the result is satisfactory, then 
double the recipe again. Adjust- 
ments in the proportions of in- 
gredients may have to be made, 
such as a decrease in liquids for 
baked products, longer baking 
period or a modification of the 
mixing methods. Generally, when 
the product is standardized on a 
50-portion basis, it can be satis- 
factorily increased with relatively 
little change. When a high quality, 
satisfactory product has been 
achieved, it is important that the 
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quality be maintained and that the 1. List the ingredients in the 
recipe be written to ensure this order in which they are to be com- 
quality day to day, bined. 

2. Do not abbreviate amounts of 
ingredients unless it is necessary 
to save space, These commonly un- 
derstood abbreviations can be used 
for both singular and plural: 


LISTING OF INGREDIENTS 


A recipe consists of two major 
parts: list of ingredients and the 
method of preparing the product. 
The use of weights for most dry 


ingredients is preferred to stand- doz. pt. temp. 
ard measurements in quantity food Ib. pkg. thsp. 
ox. sq. tsp. 


production, Liquids may be meas- 
ured. Some of the important points 
to keep in mind in listing ingredi- 
ents are: 


3. State weights in ounces and 
pounds; measures in cups, quarts, 
gallons or standard portions there- 


DIET KITCHEN 
MEMORIAL UNIT 
GRACE-NEW HAVEN 
COMMUNITY HOSPITAL 
NEW HAVEN, CONN. 


DIRECTOR, DR. ALBERT W. SNOKE 
ARCHITECT, DOUGLAS ORR, NEW HAVEN 


Van helped equip hospital 
co-operating with Yale 


% Van is proud to have had a part in equipping for food service 
the Grace-New Haven Community Hospital . . . 671 patient beds and 
97 bassinets . . . unit of the important medical center at New Haven. 


*% Besides the diet kitchens on the five patient floors of the Mem- 
orial Unit, one of which is illustrated above, Van equipped the main 
kitchen which provides food for the entire hospital and all cafeterias. 
One of the design features is the kitchen elevator . . . running up 
from the main kitchen . . . serving all diet kitchens . . . ideal trans- 
portation as it is exclusively for dietary use. 


% If you have food service equipment needs . . . new or moderni- 
zation . . . it will pay you to use Van's century of experience. 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
Branches in Principal Cities 


224-244 EGGLESTON AVENUE 


CINCINNATI 2, OHIO 
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of, as %, 4, %, 24 or 1 cup. Use 
1 quart rather than 4 cups for 
work simplification. 

4. Do not use weights in less 
than % ounce, as most scales are 
not graduated any smaller. 

5. State number and size of cans 
for canned products. 

6. State number and weight of 
package for frozen foods. 

7. Specify types of products 
needed, as cake flour for cakes, all- 
purpose flour for biscuits and muf- 
fins. 

8. When an ingredient is modi- 
fied, state it clearly in the list of 
ingredients, for example, 2 Ibs. 
sifted flour, not 2 Ibs. flour, sifted: 
1 qt. diced, cooked carrots, not 1 
qt. carrots, diced and cooked; | qt. 
heavy cream, whipped, not 1 at. 
whipped cream. 

9. List eggs, egg yolks or egg 
whites by weight or measure as the 
number will vary with the size of 
the egg. 

10. For baking powder, give one 
amount or specify the amount and 
type (tartrate, phosphate or SAS). 


COMBINING INGREDIENTS 


The 14 points to be observed in 
writing directions for combining 
ingredients are: 

1. In writing directions for com- 
bining ingredients, use clear, con- 
cise statements. 

2. Write the directions for the 
preparation of the recipe in num- 
bered steps in logical order. Take 
care that they can be easily fol- 
lowed. 

3. In a recipe using a mixer, a 
cake recipe, for example, the 
length of time and speed for 
creaming the sugar and shortening 
should be stated. The exact pro- 
cedure in adding the remaining 
ingredients, the mixing speed and 
mixing time should be also given. 

4. Try to foresee all questions 
and answer them in advance. If 
the batter is unusually thin, state 
“This makes a very thin batter.” 

5. If the degree of beating the 
egg yolks or egg whites is impor- 
tant, state “Beat egg yolks until 
thick and lemon colored or beat 
egg whites until stiff, not dry.” 

6. Try to give word pictures: 
“Chill until sirupy; beat until 
foamy throughout; mixture thick- 
ens as it cools.” 

7. Make important points stand 
out. Draw attention to vital proc- 


HOSPITALS, J.A.H.A. 


| 
| 
| 
| 
| 
| 
| 


esses: “Add ‘44 of the hot liquid 
very slowly to the beaten eggs, 
stirring constantly. Combine both 
mixtures and cook for 3 minutes 
longer.” 

8. Unless batters are definitely 
pour batters, state “put” or “turn” 
them into the pan. 

9. The size of the pan should be 
definitely stated (9” pie pan, 14” 
x 9” x 2” oblong pan, 1% or 2 qt. 
casserole, etc.). 

10. To ensure accuracy and 
standard weight for cakes, the 
batter should be scaled into the 
pan in a weighed or measured 
amount. 

11. Time of baking and temper- 
ature should be stated. “Bake in 
moderate oven (350°) for 45 to 
50 minutes.” 

12. The total yield or number of 
servings and size of serving should 
be stated. 

13. The directions for serving 
and garnishing the product may 
be included. “Serve sherbet 
glasses; top with a teaspoon of 
whipped cream and garnish with 
a maraschino cherry.” 

14. The total cost of the recipe 
and cost per serving may be in- 
cluded on the recipe cards, but 
these figures will have to be 
changed as food costs change. 


The most usable form for quan- 
tity recipes in the hospital kitchen, 
it seems to me, is the 4” x 6” 
recipe card. Clear, plastic holders 
for the cards help keep them from 
becoming soiled or bent. 

It is important to provide a mas- 
ter file in a steel filing case in the 
head dietitian’s office so that there 
is always a complete file of recipes 
on hand. This file should not be 
taken from the office. 

Each person responsible for pre- 
paring a produtt should have a file 
of recipes at his work center for 
his own use, so that he does not 
have to spend time looking for 
them. 

Index cards with the _ recipe 
classification should be a part of 
the master file. Here is a suggested 
list of topics for recipe classifica- 
tion: beverage’, breads, cakes, 
cake frostings, cocktails, cookies, 
desserts, fruits, ice creams and ices, 
luncheon dishes (cheese, egg, meat, 
fish), pies and pastry, relishes, 
salads, salad dressings, sandwiches, 
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DISHWASHERS... 


29 models to meet all needs! 
Counter, door-type and conveyor 
pre-wash types. Capacities from 
450 dishes per hour (counter 
dishwasher) . . . up to heavy- 


duty three-tank machines averag- 
ing 12,600 dishes hourly. 


PEELERS ... New To- 
ledo Portable Bench Peeler. 
“Double action”—has abrasive 
on both cylinder and disc. Ad- 
justable timer. oe 15 Ib. 
Other sizes provide full choice 
to 70 Ib. capacity. 


FOOD MACHINES... 


NEW TOLEDO SAW Hi-Speed 
Model 5300 has extra large work- 


ing area. Big capacity, 16° wheels, 
NEW TOLEDO CHOPPERS... 
1/3 to 7-1/2 HP... and up to 25 
HP. Speedy, efficient, rugged. 
NEW TOLEDO STEAK MACHINE 
Hi-Speed Model 5251 produces 
those tempting, tender steaks at a 
40 % faster rate. 

SLICERS . .. illuminated platter, ex- 
clusive “Quick Weigh" Estimator, 


Eliminate Food Wastes the Modern Way 
TOLEDO DISPOSERS 


Big heavy-duty sizes for food pre- 
paration areas. 3 HP and 5 HP 
models. Or in compact 1/2 HP 
sizes for dish scraping. Fast, sani- 
tary; shred all food wastes and 
flush down drain before they be- 
come garbage. 


_ Toledos are an investment in top-quality, top performance—pay 


daily dividends in faster, more efficient 
and food wastes. They provide an unfailing recipe to hold down 


andling of food, dishes 


your kitchen operating costs. 
Today, it pays more than ever to turn to TOLEDO for all your 
kitchen machine needs, Write for condensed catalog No. SD- 44815, 


TOLEDO’ SCALE COMPANY 


Kitchen Machine Division + 245 Hollenbeck $t., Rochester, N. Y. 
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The standardized recipe can play 
an important role in quality food 
production, if it is used intelligent- 
ly and with good judgment. With- 
out it, it is impossible to achieve 
quality food in quantity from day- 
to-day and still stay within the 
budgetary restrictions of the hos- 
pital. 


coveries and be willing to revise 
standardized recipes accordingly. 
Even with the standardized recipe 
there is still tasting to be done, 
especially with a sauce or a soup. 
It is almost impossible to state the 
exact amount of seasoning: the 
product must be tasted and cor- 
rected each time it is made. 


sauces (meat), sauces (pudding), 
sauces (vegetable), soups and 
vegetables. 

Once the recipes are satisfac- 
torily worked out and standard- 
ized, they should be carefully fol- 
lowed. However, it is important to 
be watchful and open minded 
about new foods and new dis- 


Master Menus for September 1-15 


N ov} 10. Broiled chicken 5. Link sausages 
HE MASTER ME is planned to provide good food 
for every hospital patient. Time and effort have 12 Mashed potatoes - 
ine een ns 7 
been expended to provide menus that are nutrition- Green 
ranberry a oran so 
ally adequate, that have therapeutic and psychological Mayonnaise 
value for the patient and promote good public rela- jg pee meaner 10, Hot sliced chicken 
tions for the hospital. Consideration has been given 20. Grange ond grape cup 
to the variety of menu items, preparation method, 21. Blended fruit juice 14. Carrots 
fl lor and text 15. Cimnemon apple salad on 
— - oh 23. Crisp crackers yonnaise 
The general diet forms the basis for the seven 4; rsp vibe with 17 Boston eveom ple 
di iets cabbage sla i) oston cream pie 
most frequently used modified hospital diets included time 
in the menu. Items 1, 3, 4 and 6 on the breakfast 25. Veal souffle—-carrots 20. Unsweetened canned bing 
‘ 26. Cold roast veal-——carrots cherries 
menu, 7, 8, 9, 11, 13, 15, 16 and 17 on the dinner selec- 27. Cubed potatoes 21. Beet bouillon 
luncheon or supper menu are for the general or 31. Pinesgole nut torte ey 
“ner ie $2. Canned fruit cup corn tritters with syru 
normal diet. This general diet has been planned to 33° Floating island 
reduce to a minimum the modification necessary to beet 
con al qked potato 
meet all the patients’ therapeutic food needs. ¥: Mixed fruit juice 28 Whole green ng 
) 29 Tossed vegetable sea 
The Master Menu also provides a complete menu 10. Blue iunate Gentian 
for the following modified hospital diets: soft, full tiiamee § oe 
liquid, high protein, high calorie, low calorie, low sections 
fat and measured or weighed. For example, on the 2 re nectar with lemon +; er e@ juice 
puic 
breakfast menu the soft diets would receive items 3. Brown ergncter wheat cereal 
2, 3, and 4; the full liquids, item 2; high protein, 1; 4 Poached egg September 5 
3 and 4; high calorie, 1, 3, 4 and 5; low calorie, 1, 3 6. Teest ee pues 
gwapetruit juice 
and 4; low fat, 2, 3 and 4; and measured or weighed, i. Farine of shredded wheat 
i Julienne vegetable soup 4 Poeched egg 
4 and 5. 4 ~ 5. Bacon 
Count ried steck or 6 
Master Menu kits containing the revised wall cards, of 
several transfe r slips and the Master Menu Diet Man- Creqmed quartered potetoes Best 
ual are available to users of the menus. The kits are if ey, andes 9 Roast lemb or jelly omelet 
priced at $2 and may be secured by writing the edi- 14. Asparagus tips 1! Persley potetecs 
15 Stuffed date and apricot 12. Parsley potatoes 
torial department of HOSPITALS, JOURNAL OF THE ented 13, Spinech 
© French dressin 
AMERICAN HOSPITAL ASSOCIATION. Single copies of the Tepioce cream pudding 
manual are $1.50 16. Brench dressing 
sponge 17 
21. Limeade 19 Lemon ice 
September 1 25. Lamb pattie 20. Fresh pear 
| Orange slices 46. Lamb pattie 22. Turkey rice soup 2). Blended fruit juice 
2 Orange juice 23. Metbe toost 
Beri u nne 5 24 t 
25. Scalloped tuna fish with 24. Berbecued homburger on 
oats brow 1 n po 
suger cookies 26 Low tot tune 25 
1 Consomme hes 27. Baked noodles in broth 26. Broiled beet patties 
& Crisp crockers Unewestened anned hy on Diet! 27. Cubed potatoes 
9 Meat with tometo sauce Anni 25. Green 28 Asperagus tips 
or baked beet sweetbreods 29 Sliced orange soloed 29. Temeto salad 
Cubed steak 30 Pimiento French dressing Mayonnaise 
|| S$eelloped potetoes ‘|. Burnt suger coke Lemon meringue pie 
i2. Riced pototoes 2. Peor half in strawberry 32. Sliced banana in orange juice 
Breceoli September 2 gelatin 33. Baked custard 
14. Mashed squash | Melt grapefruit 33. Strawberry gelatin, 44. Orange and banana cup 
Cerret end retin soled 2 Tomato juice 44 souce 35. Pineapple juice 
tmee 6 
whipped cream oe 15. Cranberry juice 
18. Sponge cake, whipped cream 5. Canadion bacon 36. Grahem muttins 
19. Strawberry gelatin © Cimnemon epple muttins September 6 
20. Grapefruit sections 
2). Grapefruit juice Beet bouillon September 4 
Seltines | Fresh grepes i Corn tlekes or cotmec! 
22. Creem of mushroom soup Old teshioned tried chicken—— 2. Pineapple juice 4 Serembled 
23. Teest sticks cream vy or cottege i} Putted wheet or hominy grits 5. Bacon 
24 Creamed dried beef on toast cheese it plete 4 Sett cooked egg 6 Teast 
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"SPEAKING OF PORTION CONTROL 
YOUSUREGETTHAT 
-_ WITH LIPTON ICED TEA - 


SERVE 
“PATIENTS LIPTON ICED TEA- 
: MORE FOLKS EXPECT IT 


BUT MORE IMPORTANT— 
LIPTON FLAVOR CONTROL IS : 

WHAT COUNTS WITH 
PATIENTS 


When you serve patients iced tea, make sure it’s 
brisk, appetite-tempting Lipton Iced Tea. Even 
though it’s the kind people like best, it costs you 
so little—only 2s ¢ a serving. 


Lipton’s rich, satisfying flavor can’t fade, even 
when iced. It quenches thirst more completely than 
other summertime drinks. And Lipton gives folks 
the right kind of lift. It relaxes before it picks them up. 


And . . . important for patients with a weight 
problem .. . a big glassful of unsweetened Lipton 
Iced Tea contains only 4 calories. 


oo You get exact Portion Control and 
“ Flavor Control in the whole Lipton 
line. “Home-cooked” Lipton Soup 
Mixes are by far America’s favor- 
ite. And Lipton Flavor Boosters 
(Chicken or Beef) are flavor fixed. 


Order THE LIPTON LINE from your Lipton salesman or jobber today 
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Dete nut torte with 
cream 

Prune whip, whioped cream 

Raspberry and lemon 
gelatin cubes 

20. Uneweetened canned boysen- 

berries 

2!. Orange juice 

Vegeteble soup 

Seltimes 

Hot roest pork sendwich 
with grevy 

Boked liver 

6. Baked liver 

27. Paprika potatoes 

28. Steed carrots 

29. Heed lettuce soled 

‘O. Chiffenede dressing 

4). Peppermint stick ice cream 

32. Royal Anne cherries 

33. Peppermint stick ice cream 

34. Fresh pineapole 

35. Grapefruit juice 


September 7 
Stewed fruit compote 
Orange juice 


or crisp rice 


Soft eee 
Grilled ham 
Coffee cake 


Tomete rice soup 

Crisp creckers 

Creole helibut of baked 
chicken 

Boaked halibut 

Aw gratin potatoes 

Cubed potatoes 

Sliced beets 

Sliced beets 

Creem 


Apple dumpling with 
nutm sauce 

18. blanc mange 

19 Lime ice 

20. Fresh grapes 

2|. Grapefruit juice 


22. Cream of mushroom soup 

23 Teast sticks 

24. Selmon teoet with cucumber 
sauce 

25. Creamed saimon 

26. Cottage cheese 

27. Baked potato 

28 Beked poteteo 

29. Asperegus soled with 
pimiento strip garnish 

1). French dressing 

Pineapple, epricot and 
plum compote 

32. Canned peeled apricots 

$3. Vanilla bianc man 

34. Uneweetened canned apricots 

35. Grapeade 

16. muffins 


8 

Helf grepetruit 

Blended citrus ee 

Putted rice or 
erenuler wheet 

Poeched egg 

‘omit on Normal Diet) 

Bacon 

French toest—currant jelly 


Beef noodle soup 

Seltines 

Beked veel cutiet or ber- 
becued spereribs 


aw 


Roast veal 
O'Brien potetoes 
Whipped potatoes 
nm beens 
bears 
ometo, cottege cheese 

end chive seled 
Mayonnaise 
Fruit cobbler 
Peach floating island 
Grape sponge 
Unsweetened canned peaches 
Lemonode 


pes ond celery soup 


wr | 


24. Serembled 
chicken lwers 

25. Scrambled eggs—chicken 
livers 


32. Jelly roll 

33. Floating island 

34. Unsweetened canned 
boysenberries 

35. Peach and lemon nectar 

‘6 brench breed 


9 
Orange heives 
Orange juice 
Ferine or wheet end 


Cranberry juice 


Broiled lamb chops or tune 

soled plete 

Broiled lamb 

Boked potato 

Boked potato 

Buttered caulifiower 

Green peos 

Apricot, benena ond 
cherry seled 

Fruit seled dressing 

Venille ice cream 

Vanilla ice cream 

Lemon ice 

Grapetruit sections 

Consomme 


22. Cream of spinech soup 

23. Seltines 

24. Grilled tomete on toast, 
rorebit sauce 

25. Cheese fondue 

26. Broiled lamb chop 

27. Stuffed baked potato 

Broccoli 

29. Shredded cabbege, carrot 
and green pepper salad 

+4 Terragen dressing 
cookies 

32. Applesouce 

43. Chocolote rennet -custard 

34. Unsweetened canned 
applesauce 

€ Pineapple juice 


| 


| September 10 


Tometo juice 
Tomato juice 


Shred wheet or hominy 


3 


Whole wheet muffins 


Chicken noodle soup 
Melbe toast 


individuel turkey pie or 
boked beef shertribs 


Mot sliced turkey 


Whipped potatoes 
Beked ecorn squash 
Baked acorn squash 
Escoerole, grape and sliced 
kumaquet soled 
French dressing 
Lemon sponge pudding with 
greted fresh cotonut 
Lemon sponge pudding 
Whipped strawberry gelatin 
Unsweetened canned prune 
plums 
| Orange juice 


22. Cream of vegetable soup 

23. Crisp crockers 

24. Selisbury steck with 
mushroom grevy 

25. Chopped beef on toast 

26. Broiled steak 

27. Parsiey potato bolls 

28 Bresen Lime beens 

33. dressing 

renc 

Beked epple, glezed 

32. Applesouce 

33. Boked custard 

14. Unsweetened canned 
biockberries 

35. Apricot nector 

16. Blueberry mu 


September 11 
|. Appleseuce 


2. Grapefruit juice 

or pufted rice 
5. Bacon 

6. Teest 


ines 
9. Glazed hem slice or 
roest lamb 

Roast lamb 

Scalloped potatoes 

Riced potatoes 

Green peas 

Green peas 

Pineapple ring filled with 
cranberry orange relish 


Coke crumb pudding 
Chocolate blanc mange 
Cherry gelatin cubes 
Fresh pineapple wedges 
Limeade 


22. Corn chowder 

23. Melbe toest 

24 Beked liver—duchess 
potatoes 

25. Boked liver 

26. Baked liver 

27. Baked potato 

28. French style beans 

29. Lettuce wedge with tometo 


30. $e h dressing 
vory Frenc 

Bewit cocktail end brownies 

42. Canned fruit cup 

33. Raspberry gelatin, custard 
sauce 

34. Unsweetened canned fruit 
cocktail 

35. Blended fruit juice 


September 12 
|. Bene 
2. Blended fruit juice 
3. Corn tlekes or brown 
renuler wheat cereal 
4. Soft cooked egg 
5. Grilled ham 
6. Teast 


French onion soup 
Rye breed croutons 
Roast beef or club 
wic 
Roast beef 
Mashed potetoes 
Potato boalis 
Buttered beets 
Sliced beets 
Shredded lettuce sealed 
Thousend Isiond dressing 
Apricot deep dish pie 
a la mode 
Vanilla ice cream with 
apricot sauce 
19. Lime ice 
20. Unsweetened canned peaches 
2! Grapefruit juice 


=> 


22. Creem of tometo soup 

23. $eattines 

24 Speghetti and cheese loof, 
mushroom seuce 

25. Spaghetti and cheese 

26. Baked veal steak 

27. Spaghetti boked in broth 
‘omit on Soft Diet) 

28. Chepped spinech with egg 


gornish 
29 Stleed orange and grape- 
truit selod 
30. Brench dressing 
Splee coke, corame! nut icing 
32. Prune whip 
33. Baked custard 
34. Fresh grapes 
35. Pineapple juice 
rolls 


September 13 


|. Orenge jwice 
2. Orange juice 
3. Ferme or wheet fickes 


Consomme 
Whele wheot woters 
9 Chicken anberry 
or hot roast pork 
ndwic 


10 Hot sliced 

||. Whipped potetoes 

12. Whipped potatoes 

Brussels sprouts 

14 Sliced corrots 

|S. Peech cup seled with reisins 
Bewlt seled dressing 

|? Cherry sponge 

18. Cherry sponge 


19 
20 
2! 


awa 


Ww 


ey sponge 
Fresh peor 
Blended citrus juice 


of chicken soup 


meet, tomete seuce— 
poteto sticks 

Boked rice and meat with 
tomato puree sauce 

Cold roast beef 


Boked sweetpototo ‘omit on 


Soft Diet) 


Canned peeled whole 
apricots 

Strawberry gelatin 

Unsweetened canned boysen- 
berries 

Peach nectar 


Crisp rice ceree! or rolled 
heot 


Crisp creckers 

Beked seimon steck, lemon 
creom seuce or fricessee 
turkey wings 

Baked salmon steak 

Steamed peotetoes in jeckets 

Steamed potatoes 


Pineapple whip 
Pineapple whip 
Diced orange cup 
Orange juice 


Old-teshioned poteto soup 


Saltines 

Cod fish cokes—egg souce 
Cheese souffie—currant jelly 
Low fat tuna on lettuce 
Baked potato 

Corn pudding 

Tometo end wetercress selod 


Raspberry rennet -custard 
Fresh pineapple 

Apple juice 

Perker House rolls 


2. Tomato juice 


3 


4 
5 
6 


7 
8 
9 


10 
12 
13 
14 
15 


16 
17 
18 
19 
20 


25 
26 
27 


32 
33 
34 
35 
36 


Brown grenuler wheot 
cereal or putted rice 

Soft cooked egg 

Canadian bacon 

Teest 


Creem of corn soup 


ooest 
Roast lemb with vegetable 
grevy or beked pork chops 
Roast lamb 
Browned potetoes 
Riced potatoes 


French style green beens 

Mashed Hubbord sh 

Stuffed prune se with 
cherry gernish 


Cream meayonneise 

A cobbler—iemon seuce 

Baked custord 

Grape juice latin 

Unsweet canned fruit 
cocktail 


yoms—pineepple 
Broiled beef patties 
Broiled beef patties 
Boked yam 


Applesauce 

Boked custord 

Unsweetened canned cherries 
Beef bouillon 

Breed 
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Creem of pee soup 
Croutons 
9 Steamed tonque with reisin 
seuce of shrimp seled 26. Boked cubed steak 
plete 2/1. Noodles >3 
Baked veol choo 24. Spinech 
Duchess potatoes 29. Fresh peer end grape soled Jutienne vegetebic soup 
Riced potatoes 10. French dressing 
Beked squesh jetty roti 
14. Baked squash 
4 Weldert seted 
16 ] 270 
28 Creemed ceulifiower 
29 Rew vegetable sealed bow! 
10. Blwe cheese dressing 
Checolete ecteir 
kernels 
Soft cooked egg 
Link sousoges 16. Breed 
Toost 
September 14 
Seediess grapes 
Poached eg¢ 
Link sousoges 
Toest 
YT, Essence of celery soup 
Asperegus 
Asporogus 
Chef's sealed 
| French dressing 
| Lemon delicious 
24 
26 
16 
28 
29 
10. Meyenneise 
Honey beked peer 
312. Canned peor 
33 
4 
15 
$f 
September 15 
| Helf grepetruit 
5. Bacon 23 
6. Filled cottee coke 24 Seusege pettie—cendied 
28 with lemon 
29. Shredded cebbege soled 
with green popper rine 
10. Soeur cream dressing 
1! Gingerbreed leyers with 
whipped cream 
& 


refer to 
HOSPITAL PURCHASING FILE 
for listing and prices 
CANADIAN 


INGRAM @ BELL LTD. 
HEADQUARTERS: TORONTO 


FLEX-STRAW. 


PATENTED 


santa monica, california 
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FLEX-STRAW 
best from every angle : 


> 
yu 


FLEX-STRAW 


bends to any angle 

for use in hot and cold liquids 
disposable... paper based 
safe... sanitary 


original cost the only cost 


packed 500 to box « 20 boxes to case of 10,000 
unwrapped or individually wrapped 


2040 BROADWAY 
SANTA MONICA. CALIF 


please send samples and literature. DEPT 


.. efficiency, safety, plus economy ! 
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A CASE STUDY: 


how preprinted requisitions 


erased a storekeeping problem 


by RA H. GOLDBERG 


LOULS A, WEISS MEMOITAL HOSPITAL CHICAGO 
CENTHAL STORES MQULSITION 
IWTRAVENOUS SOLUTIONS 


bate Nequested Ry 
Requisttion %. Approved; 
Fors #2738 10/27/51 

Cases “tases 

_Ordered | Description In CC| io. | Delivered 
Dextrose St in Water 1090 | 23 
Dextrose 10% in Water 1000 | 1129 
Dextrose 20% in Water soo | 432 
Dextrose Sf in Saline 1000 | 4126 
Dextrose 10T in Saline 1000 | 130 
Dextrose Sf in Mingers Solution 1000 | 125 

i Dextrose LOL in Ringers Solution 1000 | 4135 
Dextrose in itypotente Sodium Chloride 1000 | 4127 
Dextrose ST in Lactated Mingers Solution 1000 | 
Dextrose 10f in Lactated Ningers Solution 1000 | 4137 
Fructose 10% in Water 1000 | 462’ 
Sodium r Lactate, 1/6 Molar 1000 | 
Invert Sugar 5% in Saline 1000 | LhT2 
Invert Sugar 10f in Saline 1000 | bddds 
Invert Sugar Sf in Water 1000 | so 
Invert Sugar in Water 1000 | 
Isotonte Sodium Chloride 1000 | Ll2k 
Isotonic Sodium Chloride 500 | l2k 3 
Isotonic Sodium Chloride 250 | l2k 
Abbovac Solution 500 | 1202 
Abbovac A-C-D Solution 250 | 4202 
Dextran 6% in Saline S00 | 
Ringers Solution 1000 | Wh 
Lactated Ningers Solution (Hartman's Solution) 1000 | 

Blood lecipient W/Metal Filter (l-20's) 

Blood Recipient W/Metal Filter Secondary (\)-20's) 
Secondary Nlood Sete W/O Filter (6-20's) 
Secondary Venopac ‘et 
Venopak (6-20's ) 
Cly Q Pak 

Venotube (6-20's) 
Y Type Recipient Set W/Metal Filter (20 sets) WAFS) 


HEN LOUIS A, WEISS Memorial 
Hospital was opened in Chi- 
cago in 1953, it had been deter- 
mined that the primary function 
of the purchasing department was 
to maintain a continuous flow of 
supplies necessary for efficient pa- 
tient care. This meant that the 
purchasing department would em- 
phasize its service function to the 
other departments of the hospital. 
Several months after the first 
patient was admitted, the store- 
keeper complained that it was im- 
possible to provide the type of sup- 
ply service that had been planned. 
There were, he said, too many 
requisitions to fill and each one 
seemed to be an emergency order. 
After considerable discussion it 
was decided that research should 
be done on the problem of increas- 
ing the efficiency of distributing 
supplies from the central store- 
room. 

In approaching the problem, we 
decided to (1) review our present 
procedure, (2) discuss the problem 
and procedure with the depart- 
ment heads and supervisors of each 
authorized unit, (3) analyze the 
facts, (4) investigate new methods, 
(5) attempt to develop a more ef- 
fective distribution procedure, (6) 
test any procedure developed and 
(7) carry out the procedure if 
successful. 


OLD SYSTEM REVIEWED 
The review of the old procedure 
Ira A. Goldberg is assistant director of 


Louls A. Weiss Memorial Hospital, Chi- 
cago. 
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setting new standards 


reve rse c utt ing. 


more strength 


| 

| 


started with the requisition form. 
The form was completed and 
endorsed at the withdrawing unit 
by the unit supervisor, who filled 
in the name of the department, 
name of the withdrawing unit and 
date of the request, and a descrip- 
tion and quantity of each item 
desired. 

The requisition was then sent 
to the head of the department for 
approval and forwarded to the 
storeroom for service. 

The storekeeper read the requi- 
sition to familiarize himself with 
the request and then filled the or- 
der. The filled order was checked 
and delivered to the requisitioning 
unit, where it was rechecked by 
the unit supervisor. Completed 
requisitions were sent to the ac- 
counting office for posting to the 
inventory ledger and for the tabu- 
lation of monthly reports. 

Many flaws in the procedure 
were uncovered in discussions with 
persons concerned: 

® A considerable amount of time 
was required to complete the form. 
In addition, the form was too short 
for many units to list all of their 
needs. 

@® Many items which were in 
short supply in the unit at requi- 
sitioning time were often over- 
looked. These items were later 
requisitioned as “emergency or- 
ders.” 

® The handwritten requisitions 
were difficult to read. 

® There were many examples of 
a lack of uniformity in describing 
items for the storekeeper. 

@® Many requisitions were diffi- 
cult to fill because items were 
listed in random order. 


® Tabulation and posting in the 
accounting office was an extremely 
lengthy process that often delayed 
completion of monthly financial 
statements. 


Armed with this newly discov- 
ered information, we set out to 
investigate new methods. Litera- 
ture on the subject was reviewed 
and procedures used in several 
neighboring hospitals were studied. 
In the end, we were convinced that 
there was a place in our hospital 
for the use of preprinted requisi- 
tion forms, even though the use 
of these forms was ordinarily lim- 
ited to hospitals much larger than 
Weiss Memorial. 

In planning a preprinted 'requi- 
sition form, it was agreed that the 
form would list only consumable 
supplies necessary to the function- 
ing of the requisitioning unit. Each 
department would have its own 
form listing regularly used sup- 
plies. Department heads agreed 
that the unit supervisor should 
have full authority to requisition 
these consumables. Nonconsumable 
items, such as metalware, instru- 
ments and equipment, were not 
listed and could be requisitioned 
only through the department head. 

A standard nomenclature was 
developed for the items to be listed 
and standard issue packaging was 
determined. The items were then 
classified into logical groups to 
facilitate ordering and order filling. 
The next step was to select a unit 
and develop a requisition for test- 
ing. For the pilot study the key 
area of central sterile supply was 
chosen because this department 


Requisitions filled before and with the use of preprinted forms 


December 1953 December 1955 
Department (without forms) (with forms) 

Central supply 30 10 
Dietary 60 26 
Housekeeping 20 14 
Nursing floors 54 32 
Operating room 14 9 
X-ray 13 

TOTAL 191 99 
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required frequent service for nu- 
merous supplies of varying de- 
scription and quantity. 

With the help of the central 
sterile supply supervisor and the 
storekeeper, a preprinted requisi- 
tion form (see illustration) was 
developed and tested in actual use. 
The success of the experiment ex- 
ceeded all expectations. 


The preprinted requisition is 
more efficient than the old pro- 
cedure in several ways: 

@ It reduces the need for writ- 
ing. 

@ It increases the speed and ac- 
curacy with which orders are filled 
because it is easily read, the no- 
menclature is standardized and the 
items are listed in logical order. 

@ It reduces the number of req- 

uisitions handled by almost 50 per 
cent (see table). The requisition 
acts as a check list and only one 
form is required for each with- 
drawal. Consequently, there are 
fewer trips to and from the store- 
room, 
@ It indicates the authorized 
items a unit may withdraw; hence, 
it eliminates the need for the de- 
partment head's approval on each 
requisition but at the same time 
fulfills the need for internal con- 
trol. 

@ It facilitates record keeping 
and the compilation of consump- 
tion reports for department heads 
and the business office. The order- 
ly grouping and listing of items 
speeds inventory ledger posting. 

The disadvantages of the system 
are few. We were forced to add 
more forms to an already large as- 
sortment used in the hospital. The 
forms are not as flexible as the old 
one and need periodic revision. 
Also, the expense of duplicating 
the various forms is greater. 

The advantages of preprinted 
requisitions by far outweigh their 
disadvantages, however. The sys- 
tem has now been extended to 
nursing floors, laboratory, dietary 
department and other areas, with 
equally fine results. 

We now have a requisition sys- 
tem that saves time and eneray, 
reduces costs because of its in- 
herent standardization and above 
all, allows the purchasing depart- 
ment to maintain a continuous flow 
of supplies. 
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Mint packets (15A-1) 

Manufacturer's description: Personalized 
dinner mints in attractive heat- 
sealed cellophane packets are 
available in the 10 types of the 


most popular mint flavors. The 
sealed packet keeps the mint fresh 
and sanitary indefinitely. Packets 
can be imprinted with the hospital 
name. 


Heavy duty toaster (15A-2) 

Manufacturer's description; Toasts al! 
types of bread uniformly regard- 
less of toasting continuously or 
intermittently because of a new 
thermostatic control. The all-stee!l 


housifig has no dirt-catching gor- 
ners and is easily removed for fast 
adjustments. Toaster operates on 
either 110 or 220 volts by simply 
switching jumpers, AC or DC. The 
toaster has nickel-chrome elements 
on pure mica for long life. 


Galvanized scullery sinks (15A-3) 
Manufacturer's description: Al] sinks are 
formed and welded of #12 gauge 


steel, hot dip galvanized after fab- 
rication. The three models with 
one, two, or three compartments 
are available with or without de- 
tachable drainboards for mounting 
left or right. Each sink includes 
angle legs with hold down clips, 
soap dish, and brass drains with 
rubber stopper, chain and _ tail- 
piece. Compartments are 12” deep, 
measured from top of roll rim. 


» To learn the names and addresses of manufacturers of products and dis- 
tributors of literature described in this review, check the appropriate items 
on this coupon, sign your name and address, clip and mail to the Editorial 
Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Illinois. 


[] Please send my nome direct to the manufacturer, 
["] Please send the name of the manufacturer to me. 


PRODUCT NEWS 


Mint packets (15A-1) 

Heavy duty toaster (15A-2) 
Galvanized scullery sinks (15A-3) 
Rubber mesh matting (15A-4) 
Broadcasting unit (15A-5) 

Cast aluminum lavetory (15A-6) 
High speed sterilizer (15A-7) 
Assisted respiration device (15A-8) 
30-tray heated cart (15A-9) 


PRODUCT LITERATURE 


Surgical-anesthesia equipment 
(15AL-1) 

Uniforms (1 5AL-2) 

Lighting fixtures (15AL-3) 
Stainless steel trucks and 
‘equipment (15AL-4) 
Institutional furniture (1 5AL-5) 


Panty garment (15A-10) 

Plastic signs (15A-11) 

Large-size acoustical ceiling boards 
(15A-12) 

Oxygen tank clamps (15A-13) 
Outside-controlied refrigerated 
incubator (15A-14) 

Steel prefab wall (15A-15) 


Parking gates (15AL-6) 
Nuclear medicine (15AL-7) 
Dispensers (15AL-8) 
Surgical instruments and hospital =... 
equipment (15AL-9) 
_Wrevught iron pipe (1 5AL-10) 


{Please type or print in pencil) 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
Editors. 


Rubber mesh matting (15A-4) 

Manufacturer's description: Made of pure 
neoprene in a diamond pattern 
with %” openings, the matting 
can be cut with an ordinary scis- 
sors to any desired size or shape. 
It has many applications in estab- 
lishments using china and glass- 
ware where breakage, noise and 
sanitation is a problem. Obtainable 
in roll form, the matting is ap- 


proximately 26” x 50’ long and 
3/16” thick. Available in green, 
red, yellow, or black. 


Broadcasting unit (15A-5) 

Manufacturer's description; This new 
system makes it possible for all 
programs to be received by pa- 
tients without any wiring to the 


patient’s room. Electronic trans- 
mission eliminates the need for 
direct wiring. The same equipment 
can be used to prepare and trans- 
mit programs to loud speakers 
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QUALITY 
FIRST 


ECONOMY 


PREFERRED BY SURGEONS EVERYWHERE 


ALL-NYLOWN 


SURGEON'S 


@ each brush has 112 life-time 
tufts anchored in noncor- 
rosive nickel silver 


BRUSH 


e guaranteed to withstand a minimum of 400 autoclavings 


e has soft but firm tufts specially tapered for better scrub-up 
efficacy with more comfort 


e weighs only 1/2 oz. . . . has grooved handles for firmer 
gripping . . . crimped bristles for better soap retention 


e designed for efficient use in Anchor's mowern brush dis- 
pensers 


Anchor Brushes can save you money because their unusual 
durability and outstanding performance make them the most 
economical on the market today. 


It always pays to order Anchor Brushes . . . get them by 
the dozen or by the gross from your hospital supply firm 
today. 


Other outstanding Anchor products include— 
the New All-Nylon Emesis Basins 
All-Nylon Drinking Tumblers 
Stainless Steel Surgeon's Brush Dispenser 


ANCHOR BRUSH COMPANY. 


AURORA, ILLINOIS 


THE BARNS COMPAN 


«1414-A Merchandise Mart Chicago 54, Ilinors 
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Bassick Casters Reduce 
Surgical Explosion Hazards 


That's why Wilmot Castle Company, Rochester, New 
York, a leading manufacturer of surgical lights, insists on 
Bassick casters. 

For these casters have electrically conductive wheels which 
ground static electricity before it can build up to spark highly 
explosive operating room gases. And the mobile maneuvera- 
bility they contribute, too, is one of the featured advantages 
of Castle lights. 

It's a good idea, in fact, to look for Bassick casters on all 
mobile hospital equipment you buy. They're one 
good indication of the high quality of the equip- 
ment. They roll smoothly, swivel easily and won't 
mar floors or raise a racket. Easy to maintain, 
they stand up to punishment, too. Why not get 
Bassick Diamond Arrow Casters for all 
your hospital beds, tables and other 
mobile equipment? THE BASSICK ComM- 
PANY, Bridgeport 2, Conn. In Canada: 
Belleville, Ont. 6.67 


WHEEL BRAKES are available on 
all sizes of these Bassick casters, 
2” and up. They're important on 
beds, X-ray machines and any 
hospital equipment to stop the 
normal easy action when move- 
ment is not desired. 


1 Bassick 
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located in lobbies and waiting 
rooms and in working areas such 
as central supply, laundries, etc. 
The equipment may also be used as 
a paging system. All service and 
maintenance is performed under 
a leasing arrangement which makes 
the equipment available to hospi- 
tals without any capital invest- 
ment of any kind at any time. 


Cast aluminum lavatory (15A-6) 


Manufacturer's description: The sturdy, 
light-weight unit requires a mini- 
mum of floor space and is com- 
pletely self-contained requiring 


only water and drainage connec- 
tions for use. The pedestal is made 
of cast aluminum and the bow! of 
stainless steel. Foot controlled 
valves promote sanitation and 
convenience of operation. Hot and 
cold water can be controlled sepa- 
rately or mixed. 


High speed sterilizer (15A-7) 


Manufacturer's descriptions This high 
speed, compact sterilizer is de- 
signed primarily for those requir- 


ing small scale, rapid, effective 
sterilizing facilities. These auto- 
claves are equipped with heating 
media sufficient to produce 250° F 
within a few minutes. The auto- 
clave is furnished for table or 
bench mounting or upon a stain- 
less stee] stand if desired. The 
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performance is fully automatic and 
controlled throughout the steri- 
lizing cycle. 

Assisted respiration device (15A-8) 


Manvutacturer's description: The “‘venti- 
lator’s” operating features provide 


a practical solution to the many 
problems involved in constructing 
a mechanical device which is 
readily adaptable to any closed 
circuit anesthesia apparatus and 
can accommodate automatically to 
the requirements of each individ- 
ual patient. Some of the features 
are: it can be switched instantly 
from automatic to manual control 
of the rebreathing bag; it operates 
with oxygen or compressed air— 
no electrical hazards; it provides 
separate and independent controls 
for positive pressure, negative 
pressure, and rate of respiration. 


30-tray heated cart (15A-9) 


Manvtacturer's description: When loaded, 
one person can transport 30 trays 
in one elevator operation with this 
heated hospital tray cart. The cart 
can be loaded in less than five 
minutes. Made of aluminum and 
mounted on large 8” rubber tire 
ball-bearing wheels, the cart rolls 
smoothly and quietly. A large 
rubber bumper surrounds the cart. 
It fits any standard elevator and 


_ passes through any standard door. 


Hot foods and beverages are stored 
in the heated left-hand compart- 
ment and are transferred to pa- 
tient trays on the convenient 
assembly shelf mounted on the 
compartment door. 


Panty garment (15A-10) 


Manufacturer's description: These snug- 
fitting, zip-on panties for men, 
women, and children are made of 
soft, comfortable plastic and cot- 
ton jersey, worn with an inner 
pad. They allow complete day- 
time activity free from the em- 
barrassment of odors and clothing 
stains and assure full nighttime 
protection. Designed for persons 
with weak bladder, bowel difficul- 
ties or discharges, the panties come 
in specially constructed models for 


colostomy and ileostomy patients. 
Prices begin at about $8.50 in 
waist sizes to 38 inches; larger 
sizes are custom-ordered. 


Plastic signs (15A-11) 

Manufacturer's description; Signs of in- 
tegral color and luster are now 
made to harmonize with the in- 


terior appointments of modern 
buildings. The signs shown were 
molded in sizes to meet the specific 
needs of the hospital and in styles 
for mounting either parallel or at 
right angles to the wall. Signs are 
in gray plastic with Gothic letter- 
ing stamped in white. In use they 
are rustproof and non-tarnishing 
and remain lustrous and new- 
looking indefinitely. 


Large-size acoustical ceiling 
boards (15A-12) 


Manufacturer's description: These glass- 

fiber acoustical ceiling boards for 

modular ceilings now permit 

architects to fit the ceiling to the 
: 
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building with savings in labor and 
reduction of waste. The boards are 
light in weight yet strong enough 
to support themselves over long 
spans. They are available in eight 
sizes ranging from 24”x24”" to 
48”x48”. The ceiling boards, odor- 
proof and rot-proof, are installed 
by simply resting them on exposed 
“T” systems. Seventy-five to 90 
per cent of noise is absorbed by 
the boards. 


Oxygen tank clamps (15A-13) 


Manufacturer's description: These special 
clamps which fit a_ telescoping 
aluminum column help hold oxy- 
gen tanks upright even when they 
are bumped into. These clamps 


have stainless steel loops through 
which an ordinary strap—trunk 


strap or leather belts—can be 
passed. The strap is then fitted 
around the oxygen tank and pulled 
tight. Two sets of clamps to go 
with the aluminum column are 
priced at $13.95. 


Outside-controlled refrigerated 
incubator (15A-14) 


Manufacturers’ description: Principal fea- 
ture of this refrigerated incubator 
is the location of heating controls 
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and dial mounted on the outside of 
the door. This enables operators 
to perform all adjustments with- 
out opening the door, thereby 
eliminating temperature fluctua- 
tions. A convenient dial control at 
eye level permits complete tem- 
perature control from five degrees 
to 50 degrees C. Also on the out- 
side of the door is an easy-to-read 
dial thermometer which shows the 
exact inside temperature. Price of 
the new unit is $475. 


Steel prefab wall (15A-15) 

Manufacturer's description: This new 
steel prefab wall is designed to 
feature custom colors, textures 
and materials as specified by archi- 


The basic 


tects and engineers. 
member is a 2x3 that carries wir- 
ing, can be panelled and grows on 
any module. The wall is available 
in four thicknesses; to accom- 
modate glass, 43” panel, 2” panel, 
and 3” flush. 


foduct litehalure 


(SEE COUPON, PAGE 72) 


Surgical-anesthesia equipment (15AL- 
1)—This 20-page catalog offers 
comprehensive data on a full line 
of surgical and anesthesia equip- 
ment and accessories, Descriptions, 
prices, and other information are 
included. 


Uniforms (15AL-2) — This new 
catalog supplement illustrates and 
describes new additions to a hos- 
pital uniform line. A style guide 
lists those styles which are offered 
as replacements for discontinued 
designs, together with old style 
number and the improvements or 
changes incorporated in the re- 
placements. 


Lighting fixtures (15AL-3)—Both 
incandescent and fluorescent fix- 
tures are shown in this catalog. 
Photometric data and ordering in- 
formation are also furnished. 


Stainless steel trucks and equipment 
(15AL-4)—-Stainless steel trucks 
for dietary departments and house- 
keeping departments are shown in 
this 16-page catalog. Prices and 
sizes are included. 


Institutional furniture (15AL-5)— 
This catalog shows the complete 
line of modern metal furniture in- 
cluding upholstered furniture, 
cabinet units, chairs, and tables. 


Parking gates (15AL-6)—Covering 
special engineering and standard 
features, this folder illustrates the 
flexibility of application of key, 


coin, or token-operated parking 
gates. 


Nuclear medicine (15AL-7)—This 
complete booklet is published to 
help the reader orient himself in 
the field of nuclear medicine. Of 
particular interest to hospitals is 
the section, “Ten Steps for the 
Establishment of a Hospital Radio- 
isotope Unit.” 


Dispensers (15AL-8)—A catalog of 
all types of dispensers is available 
upon request. Included are salt and 
pepper shakers, sugar servers, 
cheese servers, sauce dispensers, 
syrup dispensers, and iced tea and 
juice dispensers. 


Surgical instruments and hospital 
equipment (15AL-9)-——This 24-page 
catalog, graphically illustrated, de- 
scribes in detail a full line of sur- 
gical instruments and hospital 
equipment. Complete with prices 
and with the latest information 
concerning these products, the 
catalog features approximately 33 
products and their component 
parts. 


Wrought iron pipe (15AL-10)—This 
booklet identifies wrought iron pipe 
and describes the composition and 
advantages of this metal. Included 
are sections on wrought iron’s 


resistance to corrosion and fatigue 
stresses, weldability, forming and 
threading as well as the applica- 
tion of protective coatings to the 
material. 
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with proper mechanical steps and family training — 


respirator patients can go home again 


by M. W. MORIARTY, C. A. ARDERN and R. A. BELL 


HE SEVERE POLIOMYELITIC pa- 
who has survived the 
acute phase of the disease by 
means of mechanical artificial res- 
piration need not be _ confined 
thereafter to a hospital environ- 
ment. If he has stabilized medically 


M. W. Mortarty is senior master me- 
chanic, C. A. Ardern is chief of the 
electrical section, and R. A. Bell is elec- 
trician foreman at the Respiratory Center 
for Poliomyelitis, Rancho Los Amigos Hos- 
pital, Hondo, Calif 

The respiratory center is aided by an 
annual grant from the National Founda- 
tion for Infantile Paralysis, Inc. 
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and recovered as much muscular 
and functional ability as can be 
hoped for, he can be cared for at 
home even though he is still de- 
pendent upon the respirator. 

Our experience has demonstrated 
the safety and desirability of a 
program designed to expedite dis- 
charge and to maintain such pa- 
tients in their homes. The advan- 
tages are social, economic, and 
occasionally medical. The family is 
re-established when child, 


enginccling and marntenance 


mother or father is returned home, 
thus restoring needed stability. 
Motivation toward greater func- 
tional recovery is sometimes in- 
tensified with improved results. 
The cost is approximately one third 
that of hospitalization, and desper- 
ately needed bed space is made 
available for other patients. Most 
important of all, a hospital is no 
place for a person to spend the rest 
of his life. 

A short time after the first shock 
of having a loved one develop 
poliomyelitis, the family starts 
planning for the day that the mem- 
ber can be returned home. At that 
point the family should start its 
own training program. Before a 
patient in a respirator is returned 
home, the family must receive spe- 
cial training, not only in the care 
of the patient, but also in the care 
and operation of specially designed 
mechanical equipment. 

In communities where a rela- 
tively small number of cases are 
handled the families may not have 
the opportunity of becoming fa- 
miliar with postpoliomyelitis care. 
They will probably be apprehen- 
sive not only of the ultimate re- 
covery of the patient but also of 
the care and operation of the me- 
chanical equipment used by the 
patient. This is not an insurmount- 
able problem, however, since the 
needs of most postpoliomyelitic pa- 
tients requiring mechanical respir- 
atory equipment conform to a well 
defined pattern. 

Once the poliomyelitis patient is 
past the acute stage of the disease 
he may be transferred to a rehabil- 
itation facility. How soon this is 
done, of course, depends entirely 
upon the extent and area of the 
damage. During rehabilitation, :n 
addition to receiving the best med- 
ical attention possible, the patient 
is trained in how to live with his 
handicap. This might mean the use 
of a rocking bed, portable cuirass 
respirator, tank respirator or some 
other mechanical device to supple- 
ment or function for a disabled 
portion of his body. 

Near the end of the indoctrina- 
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Another 


aluminum window 


Douglas County Hospital, Alexandria, Minnesota 
Architects-Engineers: Frank W. Jackson & Associates, inc. 
General Contractor; Sheehy Construction Co. 

Equipped with Adiake Projected Windows 


Minimum air infiltration 
Finger-tip control 

No painting or maintenance 

No warp, rot, rattle, stick or swell 


Guaranteed non-metallic weatherstripping (patented 
serrated guides on double hung windows) 


Adlake 


PROVEN 
QUALITY 
WINDOW 


The Adams & Westlake Company 


Established 1857 + Elkhart, Indiana + Chicago « New York 
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tion and rehabilitation period the 
attending physician may decide 
that the patient can be cared for at 
home. The case is reviewed by a 
panel of staff specialists and a 
tentative discharge date is set. 
Next, each department makes its 
recommendation. 

The mechanical department's 
recommendations will be based on 
present and future needs of the 
patient, his tolerance (ability to 
breathe normally), whether or not 
it is a tracheotomy case, the type 
of equipment required, and the ex- 


pected duration of need for me- 
chanical aid. 

Successful home care of a se- 
verely paralyzed patient requires 
careful planning, procurement and 
maintenance, and the services of 
a highly trained team of specialists. 
One member of such a team is the 
master mechanic or hospital engi- 
neer, 

The master mechanic or his rep- 
resentative must inspect the home 
to determine what changes must 
be made to ensure the patient’s 
safety and to provide for the in- 
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CUSTOM-BILT BY SOUTHERN 


Food service equipment designed, engineered, fabricated 
and installed in any type operation, expertly fitted to 
available space. You can depend on thorough cooperation by 
your Southern Dealer, from initial analysis of your food 
service problems through complete installation and reliable 
maintenance for the years to come. Get expert help with your 


next kitchen equipment 


roblem or layout—call your 


“Custom-Bilt by Southern” dealer, or write Southern 
Equipment Company, 4550 Gustine Ave., 


St. Louis 16, Missouri. 


OUTHERN 


EQUIPMENT COMPANY 
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stallation of the respiratory equip- 
ment. He may recommend altera- 
tions or the installation of addi- 
tional electrical circuits, installa- 
tion of a ramp, widening of a door 
if necessary, or any adjustments 
required to make possible an im- 
mediate evacuation of the patient 
in a respirator in the event of fire 
or disaster. He should also check 
the floor construction for the added 
weight of.equipment and select a 
site for the emergency generator. 


The following mechanical re- 
quirements must be met before a 
poliomyelitic patient with less than 
a two-hour breathing tolerance is 
transferred to home care: 

1. A reasonably flat even sur- 
face should be provided extending 
from the street or driveway to the 
floor level where the patient will 
be cared for. In nearly every case 
this requires a ‘ramp 36 to 48 
inches wide with a slope not to 
exceed one inch in one foot. If 
the floor is 18 inches above the 
driveway, the ramp will be 18 
feet long. The ramp should have 
a small curb on each side to pre- 
vent the wheels of the respirator 
or wheel chair from running off. 

2. The utility company furnish- 
ing electricity cannot guarantee 
uninterrupted service. Therefore, 
a fully automatic generator is re- 
quired to provide emergency 
power. 

3. One separate 115-volt 20- 
amp. circuit with twist-leck re- 
ceptacle must be provided for 
operation of the rocking bed, respi- 
rator, and suction machine. This 
circuit must run to the generator 
location and then continue to the 
respirator location. A pull box 
must be provided in this circuit at 
the generator location. At the gen- 
erator location, a pad (preferably 
concrete) should be installed for 
the generator. The pad _ should 
measure 3 feet square and should 
be a few inches above ground 
level. Only a qualified electrician 
should make the installation and 
connections. 

4. The room should be at least 
12 feet long to allow the respirator 
cot to be pulled out. (Be sure the 
cot has a satisfactory “stop catch” 
so that the cot cannot be pulled al! 
the way out.) 

5. Doors, hallways, and other 
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passageway openings should be at 
least 36 inches wide. In some 
homes it is advantageous to con- 
vert a bedroom window into a 
French door and erect the ramp at 
that point. 

6. Reading lamps, radios, page 
turners or any portable electric 
device should not be directly con- 
nected to, or be in contact with the 
respirator because of the electric 
shock potential. 

7. Electric cords leading to al! 
electric equipment should be pro- 
tected and placed where they will 
not be accidentally tripped over or 
damaged. 

In addition, the neighborhood 
fire department should be alerted 
to the possible need of emergency 
resuscitators and the electric power 
company should be notified. 

The requirements just stated 
pertain primarily to cases requir- 
ing tank type respirators. There 
are many types of mechanical aids 
to respiration, however; require- 
ments will vary with the needs of 
the patient. 

It is of prime importance that 
a dependable person be in attend- 
ance at all times. The attendant’s 
training must cover the needs of 
the individual patient, for no two 
home care cases are identical. He 
must have a thorough knowledge 
of equipment assigned to the pa- 
tient, its operation and what physi- 
cal function it replaces or sup- 
plements. This training is given 
preferably at the hospital, although 
it can be given in the home. In any 
case, it must be given before the 
patient is allowed to leave the 
hospital. The attendant must be 
mentally and physically alert, 
emotionally stable so that he will 
not panic during an emergency, 
and must know how to manually 
operate (hand pump) a respirator 
and how to clean and service suc- 
tion machines. He must be able to 
care. for tracheotomy equipment 
and various other mechanical de- 
vices. 

As the patient improves, there ‘is 
a tendency to relax the vigilance 
by allowing semitrained persons 
to relieve the thoroughly trained 
person. This practice is dangerous. 
Although a patient has a one- 
hour tolerance under normal con- 
ditions, he may require immediate 
emergency attention during a tense 
period caused by electrical failure 
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or other interruptions of service. 

The respirator should be 
equipped with an alarm so de- 
signed that it will signal if the 
respirator fails to function exactly 
as predetermined. It should also 
alarm if the alarm itself becomes 
out of order. 

The specially designed alarm 
used at Rancho Los Amigos Hos- 
pital consists of three units: one 
for the respirator, one for the rock- 
ing bed, and one unit to receive 
and transmit either visual or sound 
signals to the nurses’ call system 


when used in the hospital or a 
remote buzzer when used in the 
home. 

Few, if any, experienced polio- 
myelitis equipment mechanics are 
available. For this reason, a train- 
ing program is an essential part 
of any postpoliomyelitis care plan. 
An applicant must be thoroughly 
familiar with electrical circuits 
(preferably a journeyman electri- 
cian), apt in mechanical work, 
emotionally stable, able to perform 
accurately under extreme pres- 
sures, dedicated to the care of pa- 
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tients, and sincerely interested in 
learning. 

At Rancho Los Amigos, a trainee 
first is assigned at full pay to the 
repair shops. He works with others 
for at least two weeks. During this 
time he disassembles various pieces 
of equipment in the shop for re- 
pairs, observes the repairs and ad- 
justments made by qualified me- 
chanics, and learns the function of 
each equipment part. 

After his initial training period, 
the mechanic makes home service 
calls with the field mechanic for 
one week or more, after which 
he is assigned to hospital duty, 
working with ward mechanics for 
a month or more. When he has 
earned the complete confidence of 
his foreman and himself, he is as- 
signed to shift duty, standing his 
own watch. 


ORGANIZING A HOME CARE SERVICE 


Following is a brief outline of a 
mechanical department set up to 
care for hospital and home care 
patients, 

In order to provide continuous 
service, three teams of two men 
each are required, They must work 
a fireman’s shift; that is, they are 
on duty 24 hours and off 24 hours, 
or 72 hours per week, 

Team A works every other day, 
as does Team B, Team C is a re- 
lief team and works the days off of 
A and B as well as vacations, holi- 
days, and sick leave, One member 
of the team is assigned to hospital 
duty and the other members to 
home care, 

The duties of the hospital me- 
chanic can be simply stated by 
saying that all equipment must be 
kept in perfect working condition 
at all times. The justification for 
having a technician of his ability 
and pay rate on duty is that he is 
instantly available for those rare 
emergencies where a delay of a 
minute may mean a life. 

The home care mechanic must 
visit each home at least once every 
30 days. His duties and responsi- 
bilities are the same as the hospital 
mechanic, but in addition he must 
make certain that in case he is 
unavoidably delayed in an emer- 
gency there will always be some 
one in attendance capable of sus- 
taining life until his arrival. He 
must see that this individual is 
provided with such necessary 


Goal: Maximum independence 


“., As soon as we put a patient 
into an iron lung to save his life 
we are already thinking of how to 
get him out of there and make that 
life worth saving. The same iron 
lung that saves a man’s life can 
become a living tomb for the man 
whose life it saves. . . It is [the] 

Steady progression from total 
dependence to the maximum in- 
dependence his polio handicap will! 
allow that is of the first order in 
importance, . ."——-Dr. KENNETH S. 
LINDAUER, director of respiratory 
center services of the National 
Foundation for Infantile Paralysis, 
as quoted in the New York World- 
Telegram and Sun. ba 


equipment as a hand resuscitator, 
syringe, or aspirator to be used in 
lieu of a suction machine. 

In addition to an adequate set 
of tools and supplies provided for 
all mechanics, the home care man 
is provided with a mobile shop. 
This truck can carry a respirator, 
generator, 110-volt electrical cir- 
cuit, and any part needed for the 
repair of any piece of equipment. 
The truck is equipped with a two- 
way radio, 


Specifications 


The three teams as outlined can 
care for a maximum of 20 hospital 
patients and 20 home care patients. 
The ratio of additional personnel 
should be one mechanic for each 
additional 50 hospital patients and 
another for each additional 20 
home care patients. 

Poliomyelitis equipment me- 
chanics should be furnished with 
a well lighted shop or work area 
equipped with a drill press, lathe, 
and hydraulic press; a complete 
set of tools; special testing equip- 
ment; a dependable source for pro- 
curing parts and supplies; and 
technical data furnished by equip- 
ment manufacturers. 

The program described above 
was developed and expanded from 
an original patient load of two in 
the hospital to the present patient 
load of 160 in the hospital and 
more than 100 patients in their 
homes dispersed over an area of 
4,080 square miles. 

A hospital responsible for only 
one or two poliomyelitis cases 
would not, of course, find it possi- 
ble to follow a program of the 
scale outlined here. It is recom- 
mended that an individual program 
be developed using the Rancho Los 
Amigos program merely as a pat- 
tern where applicable. 


for standby generating plants 


Generating Piants. Automatic emer- 
gency; gasoline engine driven; di- 
rectly connected to generator; rated 
not less than 1.5 kw. (115-volt, 
single phase); 60-cycle, Plants 
shall consist of gasoline engine, 
generator, and equipment to auto- 
matically start the set upon fail- 
ure of regular service and take full 
(1.5 kw.) load within 15 seconds 
under ambient temperature range 
of 30° to 100° F., also transfer load 
back upon restoration of regular 
service and cause plant to cease 
operation. All to be enclosed with- 
in a weatherproof, rustproof metal 
housing with suitable vents and 
carrying handles. 

Generator. 1.5 kw.; 115-volt; sin- 
gle phase; 60-cycle; a.c.; with 
built-in excitation; continuous out- 
put capable of 25 per cent overload 
for 2 hours; suitable for operation 
in 100° F. ambient temperatures; 
voltage regulation within 5 per 
cent; frequency regulation within 
3 per cent. The engine shall be 


cranked through the exciter by 12- 
volt cranking winding with current 
obtained from two 6-volt batteries. 
Batteries shall be recharged from 
the exciter with charge rate con- 
trolled by an automatic regulator. 

Engine. Air-cooled; 1- or 2-cylin- 
der; 4-cycle; with sufficient horse- 
power to start and operate the 
above equipment. Governed speed 
not to exceed 1,800 rpm. Engine 
must be equipped with thermal- 
electric automatic choke, high ten- 
sion magneto ignition, crankcase 
breather, suitable muffler, 5-gal- 
lon built-in fuel tank, and suitable 
adjustable governor to maintain 
speed within 3 cycles of rated 
speed. 

Additional Equipment. Automatic 
transfer switch with starting re- 
lays; a.c. current-carrying con- 
tacts to be rated not less than 30 
amp.; automatic battery charger 
with high-low switch, d.c. am- 
meter, and rheostat (to operate 
from regular service when plant is 
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at rest); engine cranking limiter 
with setting not less than 2 min- 
utes, control switch providing for 
(1) automatic operation, (2) hand 
cranking, (3) test (plant to run 
but load not taken unless power 
failure occurs), and (4) off-run- 
ning time meter; a.c. ammeter and 
voltmeter (on load side); 2 each 
6-volt 100-amp. hr. 15-plate stand- 
ard automobile batteries; battery 
cables; fuel lines; emergency start- 
ing rope; detailed instruction man- 
ual; schematic of all electrical 
circuits; detailed parts manual. 
Engine, generator and additional 


NOTES AND 


Temperature check 

over single wire 

Telemetering systems are sound 
investments for indicating steam- 
power output and pressures in 
most large plants. Equipment is 


equipment to be completely en- 
closed as mentioned in general 
specifications. 

Vendor will be required to dem- 
onstrate the ability of his basic 
power unit to start and operate, 
under field conditions, such equip- 
ment as rocking beds in combina- 
tion with suctions pumps or various 
types of respirators. 

Vendor will be required to sub- 
mit shop drawings, showing in de- 
tail how he proposes to enclose the 
complete unit and the arrangement 
of all component equipment within 
the enclosure. 


COMMENT 


available from many telemetering 
manufacturers. But there are many 
spots in the smaller plants that 
may not warrant a full-scale tele- 
metering installation, yet still re- 
quire remote supervision. 


_4710,000 ohm 
potentiometer 


Cothode - 
+ 34 = 
30 mtd 6 3v 
4000 ohms 
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“Jefferson City, Mo., 


Recovered steam in our setup, 
both flash and exhaust, is dumped 
into a distribution line to heat a 
large greenhouse about a half-mile 
from our plant. Because the green- 
house, heated by temperature- 
controlled unit heaters, has many 
valuable flowers and plants, we 
need a visual temperature indicator 
back in the power plant. 

We made the simple hookup 
above for less than $25, excluding 
wire cost. We saved the wiring 
charge by swinging over to one 
wire of our regular telephone cir- 
cuits and using our water-distribu- 
tion system as ground return. 

Materials Used. Indicating instru- 
ment is a D.C, meter, 442”, 0-1 Ma., 
mounted on the main control panel 
in the power plant. The power 
supply is mounted on a 3 x 5” 
masonite base, fastened directly to 
the meter studs. Standard 6v bat- 
tery can be used since current 
drain is small. Battery would hook 
in at points “x” in sketch. 

Regular thermostats, set at 65° 
and 68° F.. are in the greenhouse. 
When either closes, the resistor 
network instantly transmits the 
corresponding temperature reading 
to the control panel, We made a 
paste-up scale to show these tem- 
perature differentials with the 
65° F. mark beyond “% scale and 
the 68° F. point at about % scale. 

If we wished, closer indication 
could be had by using another 
thermostat and a 27,000-ohm re- 
sistor in parallel with the thermo- 
stat resistors shown. This thermo- 
stat would correspond to 4 scale, 
setting the others at 4% and %, 

We found it best to install re- 
sistors right in the thermostat cases 
using standard radio-type l-watt 
units. Commercial resistor toler- 
ances do not cause an appreciable 
error. The 10,000-ohm wire-wound 
potentiometer compensates for 
transmission-line resistance. It is 
set initially to keep the meter 
needle from overshooting the end 
of the meter scale. 

Pressure changes could be indi- 
cated with a similar setup if pres- 
sure switches were substituted for 
thermostats. In such a hookup, note 
the pressure range of the switches 
selected as well as the differentials. 

-L. W. chief en- 
gineer, Department of Corrections, 
writing 
Power July 1955. s 
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health costs in E ngland 


THe Cost or THe NATIONAL HEALTH 
SERVICE IN ENGLAND AND WALES. 
Brian Abel-Smith and Richard 
M. Titmuss. Cambridge University 
Press, Cambridge, England, 1956. 
176 pp. $5.50. 


This book tells the story of the 
increased cost of the National 
Health Service in England. It also 
discusses some of the administra- 
tive devices which the managers 
of the Health Service have created 
to lessen costs and comments upon 
their effectiveness. 

The cost of hospital care as re- 
ported upon under the National 
Health Service includes payments 
made for specialists’ treatments in 
the hospitals. In 1953-54 this as- 
pect of the National Health Serv- 
ice bill cost 266,400,000 pounds, 
after deducting 3,200,000 pounds 
paid by patients and others for 
charges made by the hospitals. 
This is more than half the total 
bill. The reader is brought up 
short, however, by interpolated 
comments by the authors that the 
cost to the nation of National 
Health Service is not as great as 
it might appear because many who 
were employed in caring for the 
sick under the program might 
otherwise be unemployed. Using 
such a “transferred costs” premise, 
anything is possible (even eating 
at home costs nothing because if 
you did not eat the food your wife 
might have thrown it out). 

Although the purpose of the 
book is to. bring together facts 
about current and past years’ costs 
under National Health Insurance, 
it is by no means a dry-as-dust 
compilation. Much of its most stim- 
ulating writing has to do with 
projecting future trends in health 
costs and in setting forth the ways 
in which economic and social fac- 
tors should be weighed in exam- 
ining such trends. 


Another area of inquiry which 
has engaged the authors has to do 
with current concern expressed in 
England over the effects upon the 
National Health Service “of an 
aging population.” They conclude 
that the alarm expressed in Par- 
liament is overdone and present 
useful statistics in support of this 
position, 

The authors’ projection of hospi- 
tal costs in England and Wales will 
be startling to American hospital 
administrators and insurance ex- 
ecutives. Bearing in mind Brown’s* 
recent projection for American 
hospital costs, one could wish the 
same level of increase in costs were 
true for us. The increase in such 
costs in England and Wales pro- 
jected 1951 through 1971 totals but 
10.6 per cent. Part of this is at- 
tributed to the effect of declining 
population in the lower age groups 
because the cost of hospital care 
for this group is higher. But, the 
plain effect of increased volume 
which may not have been given 
enough weight in American pro- 
jections is also made apparent. The 
book deserves careful study by 
American students of health care 
costs even though our voluntary 
health system in no way re- 
sembles the English system.—E. 
A. VANSTEENWYK, executive vice 
president, the Associated Hospital 
Service of Philadelphia. 


Nursing yearbook 


THe YEARBOOK OF Mopern NuRrsInc. 
M. Cordelia Cowan, editor. G. P. 
Putnam's Sons, New York, 1956. 
446 pp. $4.95. 

Designed as a source book, The 
Yearbook of Modern Nursing brings 
together in one volume the devel- 
opments applicable to the field of 


‘Brown, Ray E.: “Nature of Hospital 
Costs," HOSPITALS, Journal of the Amer- 
ican Hospital Association, Apr. 1, 1956. 


also: 

nursing yearbook 

catalog of hospital literature 
medical case record analysis 
toward better nursing care 


nursing in 1955. More than 100 
nurses, educators and specialists 
in related fields have contributed 
original writings, digests and an- 
notated bibliographies and refer- 
ences in more than 60 areas of 
nursing interests. The material 
clearly shows the progress in nurs- 
ing and the contributions nursing 
has made to allied fields. 
Selected topics have been di- 
vided into sections. Of particular 
interest to hospital administrators 
are the sections on institutional 
nursing, in-service education pro- 
grams, nursing programs for disas- 
ter and defense, regional planning 
for nursing, research in nursing 
and continuing progress in nursing. 
The last two sections, research 
in nursing and continuing progress 
in nursing, could serve as a guide 
in predicting future progress in 
the total health field. This book is 
a valuable addition to any hospital 
administrator’s library. 
—~MARIAN L. Fox 


Catalog of hospital literature 


The Medical and General Refer- 
ence Library of the Veterans Ad- 
ministration recently prepared for 
the Interagency Institute for Fed- 
eral Hospital Administrators a 
120-page bibliography on hospital 
administration and management. 
Muriel R. McKenna, who revised 
earlier Veterans Administration 
bibliographies on this subject, has 
done an excellent job in locating 
up-to-date books and articles for 
this edition. The 1,552 entries are 
arranged alphabetically by author 
under 17 subject headings, several 
of which have further subdivisions. 

A 30-page author index in- 
creases the usefulness of this ref- 
erence tool. Copies are available 
in limited number from the Medi- 
cal and General Reference Library, 
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Room 974, Veterans Administra- 
tion, Vermont and H Streets, N.W.. 
Washington 25, D.C.—-HELEN YAST 


For medical record librarians 


Mepicat Case Recorp ANALYsIs. Sis- 
ter Mary Servatia. Catholic Hos- 
pital Association, St. Louis, Mo., 
1956. 336 pp. $5. 


In the introduction to her book, 
the author states, ‘““‘The purpose of 
this book is to explain in detail 
form the method of making quan- 
titative case record analysis, and 
also to portray ways and means 
of correlating the work of quanti- 
tative analysis with many other 
duties performed by a medical! 
record librarian.” This she has ac- 
complished, almost to the point 
where one wonders whether or not 
some items should have been in- 
cluded. Yet when the last sections, 
which deal with office techniques, 
name files, etc., are read, one 
realizes that all this belongs to- 
gether, for there is no one stopping 
point that makes a clear-cut end- 
ing. Each step in quantitative anal- 
ysis is dependent upon the preced- 
ing one, and all go to make up the 
whole. 

The book is written in an easy- 
to-read style and contains many 
warm and human “case reports.” 
The approach is elementary, which 
it should be, since the book is 
meant for the student and for the 
record librarian who is working 
without guidance. It gives clear 
step by step directions and is a 
good teaching tool: Like all books 
published in this changing world, 
some points became outdated even 
before the ink was dry. Sister 
Servatia warns the reader of this 
possibility, however. 

There are too few books in the 
field of medical record library sci- 
ence; the author is to be compli- 
mented for having put such a 
complicated procedure into writing. 
—~GERTRUDE L. GUNN, C.R.L., di- 
rector, School for Medical Record 
Librarians, Indiana University 
Medical Center. 


Long-term patient care 


TOWARD Betrer NURSING CARE oF Pa- 
TIENTS WITH LONG-TERM ILLNESS. 
Cornell University-New York Hos- 
pital School of Nursing. National 
League for Nursing, New York, 
1956. 102 pp. $1. 


This book describes how nurses’ 
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attitudes toward long-term patient 
care were changed at Cornell Uni- 
versity-New York Hospital School 
of Nursing through a demonstra- 
tion program carried out in co- 
operation with the National League 
for Nursing. 

Long-term illnesses such as tu- 
berculosis, poliomyelitis, and psy- 
chiatric cases, formerly regarded 
as routine and undesirable assign- 
ments, became challenging experi- 
ences. 

The change in attitude was ac- 
complished by a health team com- 


posed of personnel whose work 
involved the care of patients in a 
selected demonstration project unit. 
Methods used included conferences, 
seminars, discussion groups, re- 
arrangement of the curriculum and 
field trips. 

Although the research was done 
in a hospital with a nursing school, 
many of the same principles could 
be used for improved patient care 
in general hospitals having only 
graduate staff.—Mary A. MITCH- 
ELL, instructor, nursing education, 
University of Chicago. 


WHEELED EQUIPMENT! 


GENDRON INVALID’S COMMODE CHAIRS 


Model 885 és specially 
designed to fit over a 
standard toilet bowl. 


Designed for greater comfort and mobility these 
two Gendron Commode Chairs are the newest, 
most versatile on the market today. Both models 
have fully chrome plated metal parts . . . removable 
arms... hinged seat and back of Veneer covered 
with Versilan ... five inch ball bearing swivel 
casters as standard equipment. Model 885 fits over 
a standard wilet bowl—Model 886 is fited with a 
removable standard bed pan with spring bracket. 
Both can be fitted with step plates or wheel brakes 
as accessories. See your Dealer or write direct for 
complete information. 
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news 


Dean H. has been ap- 
pointed administrator of the new 
Houston County Hospital, now un- 
der construction at Dothan, Ala. 

Mr. Byrd was formerly admin- 
istrator of the South Florida Bap- 
tist Hospital, Plant City, Fla. 


Ropert has been ap- 
pointed administrator of Bound 
Brook (N.J.) Hospital. 


Mr. Cole has been administrator 
of the Colon Hospital, Cristobal, 
Panama Canal Zone, for the past 


18 years. 


Harry D. CRANSTON JR., has been 
appointed assistant administrator 
of Alta Bates Community Hospi- 
tal, Berkeley, Calif. Mr. Cranston 
was business manager of the hos- 


pital for the past year. 


makes big cost and labor savings possible 


Hundreds of commercial and insti- 
tutional laundries are now savin 
up to 43° annually by using R 
Revoure Flatwork Lroner Covers. 
They're paying more to start with, 
but they're reaping big dividends 
all long. 

M REVOLITE covers are built 
to work at higher temperatures 
and higher ironing speeds. They far 


outlast all others. With them you 
have far fewer stoppages, far 
smoother finishes, and you save 
hours of changeover time, and all 
of your present extra labor costs. 
Each cover is installed and main- 
tained by a factory-trained 
specialist and is backed by a 
written guarantee. Write or call 
for comp details. 


RAYBESTOS-MANHATTAN, INC. 


fmm REVOLITE DIVISION, 500 Fifth Ave., New York 36, N.Y. 


Equipment « industria! Rubber, 
Abrasive and Diamond Wheels « 


Phone: BRyant 9-4390 


RAYBESTOS-MANHATTAN, Asbestos Textiles Laundry Pads and Covers Broke 

Linings Broke Blocks Clutch Focings Fan Belts Radiotor Hose Rubber Covered 

ineered Plastic, and Sintered Metal Products « 
ting Balls 


@ JAMES W. CRARY has been ap- 
pointed administrative assistant to 
the managing director of Saginaw 
(Mich.) Genera! Hospital. 


@ Ropert V. Fay has been ap- 
pointed administrator of Com- 
munity Memorial Hospital, Ayer, 
Mass. Mr. Fay was formerly as- 
sistant administrator of Bridge- 
port (Mass.) Hospital, where he 
also served his administrative 
residency. 

Mr. Fay is a graduate of the 
Northwestern University course in 
hospital administration. 


@ THOMAS A. HARRINGTON has been 
appointed assistant administrator 
of the Pittsfield (Mass.) General 
Hospital. 

Mr. Harrington is a graduate of 
the Yale University program in 
hospital administration and served 
his administrative residency at the 
New England Center Hospital, 
Boston. 


@® H. W. KILBy has been appointed 
administrator of the Glynn-Bruns- 
wick Memorial Hospital, Bruns- 
wick, Ga. He was formerly busi- 
ness manager of the hospital. 


@® Murray J. RUBIN has been ap- 
pointed assistant administrator of 
the Hunterdon Medical Center, 
Flemington, N.J. Mr. Rubin has 
been comptroller of the Center for 
the past 18 months. 


@ Ropert A. PATTERSON has been 
appointed administrator of the 
Campbell Memorial Hospital, 
Weatherford, Tex. Mr. Patterson 
succeeds MARVIN HARKINS. 


@ SISTER LUKE OF THE SAVIOR, R.N., 
has been appointed administrator 
of St. Vincent’s Hospital, Portland, 
Ore. She was formerly adminis- 
trator of Providence Hospital in 
Portland. 


@ MARION J. WRIGHT has been ap- 
pointed director of Jennings Me- 
morial Hospital, Detroit. Miss 
Wright was formerly associate di- 
rector of Harper Hospital, Detroit. 


@ MARSHALL G. AUSE has been ap- 
pointed administrator of the Lu- 
theran Hospital of Manhattan (N.- 
Y.C.) in addition to his duties as 
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administrator of the Norwegian 
Lutheran Deaconesses’ Home and 
Hospital, in Brooklyn (N.Y.C.) 

These hospitals recently merged 
under the corporate title of Our 
Saviour’s Lutheran Hospitals. 

Mrs. Louise M. WAGNER, R.N., 
will remain as resident administra- 
tor of the Lutheran Hospital of 
Manhattan. 


MR. AUSE MR. MUDDLE 


@ FRANK MUDDLE has been ap- 
pointed assistant to the adminis- 
trator of the Cleveland Clinic Hos- 
pital. Mr. Muddle is a graduate of 
the Washington University pro- 
gram in hospital administration. 


Deaths 


@ CLAIRE CARPENTER, M.D., super- 
intendent of the Northwest Branch 
of Grace Hospital, Detroit, died 
June 27. Dr. Carpenter was a 
member of the American Hospital 
Association and the Michigan Hos- 
pital Association. 


@ Georce W. Morrow, M.D., for 
many years head of the Illinois 
Welfare Department, died March 
19 at the age of 75. Dr. Morrow also 
served as assistant superintendent 
of the Anna (Ill.) State Hospital; 
the East Moline (Ill.) State Hos- 
pital; Logansport (Ind.) State Hos- 
pital; and superintendent of the 
Kankakee (Ill.) State Hospital. 

Dr. Morrow was a member of the 
American Psychiatric Association 
and was a specialist certified by 
the American Board of Psychiatry 
and Neurology. 


@ GuSTAF A. Hepserc, M.D., su- 
perintendent and medical director 
of Nopeming (Minn.) Sanatorium, 
died March 27, aged 49. 

Dr. Hedberg was awarded in 
1955 the Dearholt medal for out- 
standing service in tuberculosis 
control, at the Mississippi Valley 
Conference on Tuberculosis. 

He was a member of the Ameri- 
can College of Chest Physicians, 
American Public Health Associa- 
tion, the American Trudeau So- 
ciety, and a fellow of the American 
College of Surgeons. 
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IVORY— 


Ivory’s purity has been recognized by doctors and hos- 
pital authorities for more than 75 years. Suggested where 
purity is essential, Ivory has earned an overwhelming ac- 
ceptance in America’s finest hospitals—but not just for its 
purity alone! 

Patients look forward to their refreshing baths with mild 
Ivory. Busy nurses find Ivory’s quick-lathering properties 
and cleansing efficiency are important time-savers, too. And 
for economy, Ivory can't be equaled! 

More doctors advise Ivory than any other soap! You'll 
find it well qualified to meet the personal cleansing needs 
of your institution! 


CINCINNATI, OHIO 
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“Vo 
You'll like Ivory’s 
MILDNESS 
EFFICIENCY 
(A ECONOMY, too! 


NEWS 


Washington Report 


The Social Security Amendments Bill, reported out by the Senate 
Finance Committee several weeks ago, has come up for debate and vote 


in the Senate. 


As passed by the House last year, the bill called for cash payment for 
totally and permanently disabled workers at the age of 50, as well as 


OFFICIAL NOTES 


CALL CONVENING THE HOUSE 
OF DELEGATES 


Under the authority of the By- 
laws of the American Hospital As- 
sociation and by direction of Ray 
FE. Brown, president, 1, Edwin L. 
Crosby, M.D., secretary of the 
House of Delegates, hereby issue 
this, the official call, to the mem- 
bers of the House of Delegates to 
convene at Chicago, Illinois, on 
Monday, September 17, at 9:30 
a.m., at the International Amphi- 
theatre, for the transaction of the 
business of the Association, to re- 
ceive the reports of the several 
councils and committees, to con- 
sider resolutions presented, for the 
election of officers, for the con- 
sideration of new business, and of 
any other matters pertaining to the 
Association brought to the atten- 
tion of the House of Delegates by 
the president, the members of the 
Board of Trustees or the members 
of the House of Delegates. 

The House of Delegates will re- 
cess on Monday, reconvening at 
9:30 a.m, on Tuesday, September 
18, and for a final session at 9:30 
a.m. on Wednesday, September 19. 

Accomplished at the offices of 
the American Hospital Association, 
18 East Division Street, Chicago 
10, Illinois, this first day of July, 
1956. 

(Signed) 
EDWIN L. CROSBY, M.D. 
Secretary 


COMMENTARY BY THE AMERICAN 
HOSPITAL ASSOCIATION ON REPORT 
OF THE COMMISSION ON FINANCING 

OF HOSPITAL CARE 


The report and studies of the 
Commission on Financing of Hos- 
pital Care form an important con- 

(Continued on page 91) 


benefits to all women under the 
Old Age Survivors Insurance sys- 
tem at the age of 62. The House- 
passed bill also included higher 
social security taxes to finance the 
costs of this program. 

The Senate Finance Committee, 
chairmanned by Sen. Harry F. 
Byrd (D-Va.), eliminated the bill’s 
disability insurance and tax in- 
crease provisions and restricted the 
lower eligibility age for women 
to widows only. 

Under the direction of Senate 
Majority Leader Lyndon B. John- 
son (D-Tex.), a compromise pro- 
posal has been worked out. This 
compromise, sponsored by Sen. 
Walter F. George (D-Ga.) and 
Robert S. Kerr (D-Okla.), would 
provide: 

(1) Disability insurance as voted 
by the House but financed by a special 


SEN. KERR 


fund separate from the existing social 
security fund, 


(2) Benefits for retired working 
women and wives of retired workers at 
the age of 62, but at a lower rate than 
for widows. 


The American Medical Associa- 
tion has expressed a strong stand 
against the new proposal as it did 
the original house-passed bill. In 
a special letter to its membership 
the AMA stated: 


“... The new proposal does nothing 
at all to remove any of the medical 
objections to a disability payments 
plan, including the difficulty of medi- 
cally determining disability and the 


© Vote on Social Security Bill 
© Health Bill Out of Committee 
© Academy of Nursing Requested 


damaging effect cash payments would 
have on the will-to-get-well. Further- 
more, any future Congress could move 
the separate fund back into the OASI. 
If kept separate, the fund would be an 
inviting location for any federal medi- 
eal care plan that might be devised in 
the future.” 


Health Amendments Act of 1956 


June 28 the House Interstate and 
Foreign Commerce Committee re- 
ported favorably on the five-point 
omnibus health 

bill. The bill is 
now before the 
full House. 

Known as the 
Health Amend- 
ments Act of 
1956, this bill 
is identical with 
the Senate- 
passed version 
which would 
increase the 
supply of public health special- 
ists, professional nurses, trained 
practical nurses, extend the Hill- 
Burton program for two years, 
and support special projects in the 
field of mental health. 

The House committee report 
on this bill praised the Hill-Burton 
program. In agreeing to extend 
the Hill-Burton program for two 
years, the House committee said 
that such a limitation was not in- 
tended to imply that hospital con- 
struction needs could be met by 
1959. The committee report stated 
that “a short-term extension of 
the existing legislative authority is 
desirable at this time in order to 
assure the continuity of program 
planning and operations at the 
state level while providing a bet- 
ter basis for review and appraisal 
of the entire program during the 
85th Congress.” 

The House committee, Rep. 
Percy Priest (D-Tenn.) chairman, 
also said that nationally a “serious 
deficit in hospitals and other 
health facilities continues to exist 
in spite of the progress made in 
10 years under the Hill-Burton 
program.” Evidence of this deficit 
in hospital construction was cited 
in statistics submitted to the com- 
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mittee by state agencies admin- 
istering the Hill-Burton program. 
It was estimated that during the 
next three years there will be an 
established need for 2,050 hospi- 
tal construction projects listed at 
a total cost of $1.9 billion. Under 
the Hill-Burton formula, the fed- 
eral share of this cost would be 
more than $757 million. 

Hill-Burton funds appropriated 
for fiscal 1957 have been set at 
$125 million. “Therefore,” the 
committee report said, “extension 
of the Hospital Survey and Con- 
struction Act into the fiscal years 
1958 and 1959, which is provided 
for in title IV of this legislation, is 
a step urgently needed but in- 
sufficient by itself to meet this 
demonstrated need for hospitals 
and other health facilities.” 


AEC Research Awards 


Twenty contracts for financial 
support of medical and biological 
research, principally in the cancer 
field, have been made by the 
Atomic Energy Commission. 

Among the recipients is Cedars 
of Lebanon Hospital, Los Angeles, 
which is to study chemical changes 
on connective tissues of animals 
aged prematurely by irradiation. 
The New England Center Hospital, 
Boston, (for study of the physio- 
pathology of platelets and develop- 
ment of platelet substitutes) and 
the Rochester (N.Y.) General Hos- 
pital (to study uptake, turnover 
and metabolism of chemical con- 
stituents of bone) have also been 
given contracts. 

The commission does not dis- 
close the dollar value of its re- 
search contracts. 


National Health Survey 


Hospitals are to be queried as 
part of a national health survey 
to be conducted by the Public 
Health Service. 

George Perrott, chief of the PHS 
division of public health methods, 
which will direct the study, gave 
a detailed explanation of objectives 
and proposed methods at recent 
appropriations hearings on Capitol 
Hill. The project will be divided 
into two parts, he said, a contin- 
uing survey and special studies. 

In the continuing survey, one 
family per thousand families in the 
country will be interviewed each 
year to collect data on diseases, 
injuries, medical and hospital care 
received and economic factors. The 
special studies will be more tech- 
nical, with information being ob- 
tained from hospitals, clinics and 
physicians. 
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“The first special study,” said 
Mr. Perrott, “will be devoted to 
making a general medical evalua- 
tion in the field of a sample of 
individuals selected from among 
those who have been interviewed 
in the household surveys. A major 
purpose of the special studies will 
be to ascertain the amount of non- 
manifest or undiagnosed chronic 
disease in the population; that is, 
disease which can be detected by 
physical examination and clinical 
tests but which has not yet caused 
the householder such discomfort 
or disability that he has had oc- 
casion to seek medical attention. 

“Analysis of medical records in 
hospitals, clinics, and physicians’ 
offices will be made with the con- 
sent of the individuals concerned 
and with the cooperation of the 
physicians or institutions.” 


National Academy of Nursing 


Sen. Irving M. Ives (R-N.Y.) has 
introduced a joint resolution to 
establish a U. S. Academy of Nurs- 
ing to train 
nurses for duty 
with the armed 
services. Stu- 
dents would be 
in a status com- 
parable to that 
of cadets at the 
U.S. military 
academies. 

Under the 
resolution, each 
student would 
take a three-year nursing course 
and agree to serve at least three 
years in the Army, Navy or Air 
Force Nurse Corps after gradua- 
tion from the academy. 

Women who retired from mili- 
tary duty after the minimum peri- 
od, Sen. Ives said, would enlarge 
the pool of trained nurses avail- 
able for civilian employment. 

Sen. Ives said he is “concerned 
by the chronic shortage of nurses 
in the United States.” He pointed 
out that there is an estimated 
shortage of 50,000 civilian and 2,- 
000 military nurses. 

The senator said he is “also dis- 
turbed by the fact that the United 
States government does a great 
deal for the education of men but 
very little for the education of 
women.”’ 

Approximately 560 students, ap- 
pointed by members of Congress 
and by the President, would be 
enrolled in the academy. The reso- 
lution provides that the academy 
be located near a major military, 
civilian, or Veterans Administra- 
tion hospital. 
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Nurses Need More Training, 
ANA President Tells Congress 


Many registered professional! 
nurses must fill positions for which 
they are inadequately prepared, 
testified Agnes 
Ohlson, presi- 
dent of the 
American Nurs- 
es’ Association, 
before the 
House commit- 
tee hearing tes- 
timony on ap- 
propriations for 
advanced train- 
ing of - profes- 
sional health 


MISS OHLSSON 


personnel, 

She sought affirmative action on 
the pending legislation, indicating 
that possibly the greatest nursing 
problem is the shortage of highly- 
trained administrative, superviso- 
ry, and teaching personnel. 

Progress in nursing education is 
hampered by the fact that only 
55 per cent of nursing educators 
have completed recognized mini- 
mum preparation for their posi- 
tions, she said. About half the 
nurses in top administrative posi- 
tions in nursing services have re- 
ceived adequate preparation for 
their responsibilities, Miss Ohlson 
testified. 

She said two-thirds of the 389,- 
600 professional nurses currently 
practicing are employed by hospi- 
tals and other institutions, with 
only 8 per cent of these nurses 
holding academic degrees. 

In the public health field, Miss 
Ohlson said, 25,286 people are en- 
gaged in nursing, but only 36.8 per 
cent of them have had one or 
more years of academic work in 
public health. 

Miss Ohlson also sought an in- 
creased number of adequately- 
trained practical nurses. 


VA Steps Up Research Programs 
With $10 Million Appropriation 


Stepped up research programs 
in the neuropsychiatric, cardio- 
vascular, cancer, and geriatric 
fields will be conducted with the 
$10 million appropriation voted 
by Congress for the Veterans Ad- 
ministration, the VA has an- 
nounced, 

The money, $4.3 million more 
than was given last year, will also 
be used to expand research in 
tuberculosis and related fields. 

The VA said renewed emphasis 
is to be placed on individual proj- 
ects dealing with high blood pres- 
sure, hardening of the arteries, 
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metabolic diseases, and the brain 
areas where epilepsy and related 
disorders originate. 

The VA's cooperative drug 
studies are also to be expanded. 


Mental Patient Care Study 
Undertaken in VA Hospitals 


An extensive evaluation of men- 
tal patient care, to learn which 
treatments best promote improve- 
ment or recovery of mentally- 
disturbed patients, is being 
undertaken by 12 Veterans Ad- 
ministration hospitals. 

Dr. Richard L. Jenkins, a psy- 
chiatrist with headquarters in the 
VA's Mt. Alto Hospital, Washing- 
ton, D.C., is project director. It is 
estimated that the study will re- 
quire four to five years for com- 
pletion. 

Purposes of the “psychiatric 
evaluation project” are to: 

® Determine the relative effec- 
tiveness of different treatment 
techniques, such as drugs, electro- 
shock, group psychotherapy, and 
the various therapies now used in 
VA hospitals. 

® Determine the relative effec- 
tiveness of different hospital de- 
signs, staffing patterns, and pro- 
gram emphases in the treatment 
of psychiatric patients. 

® Permit valid estimates of the 
relative costs of the various ele- 
ments in effective treatment pro- 
grams. 

All 12 hospitals, the VA said, 
already have agreed on a uniform 
approach to the various evaluation 
goals. 

Coordinators at the hospitals and 
the hospitals’ locations are: Dr. 
Robert Walker, Brockton, Mass.;: 
Dr. Hiram Gordon, Fort Lyons, 
Colo.; Dr. Henry Peters, Jefferson 
Barracks, Mo.; Dr. David Levine, 
Lyons, N.J.; Dr. Robert G. Gibby, 
Marion, Ind.; Dr. Jacob Cohen, 
Montrose, N.Y.; Dr. Leonard UlI- 
man, Palo Alto, Calif.; Dr. Earl G. 
Guyer, Roanoke, Va.; Dr. Esther 
C. Toms, St. Cloud, Minn.; Dr. 
William Morris, Salisbury, N.C.; 
Dr. Robert B. Ellsworth, Salt Lake 
City, Utah, and Dr. John W. Chot- 
los, Topeka, Kans. 


Joint Blood Council Authorizes 
Formation of information Group 


Authority for the creation of a 
bureau of information to act as a 
clearing house on progress being 
made in blood banking and blood 
research was given by the board 
of directors of the Joint Blood 
Council Inc. at its mid-June meet- 
ing in Chicago. 


» 


Also approved was a recom- 
mendation that a national diag- 
nostic center or reference library 
be established to make information 
available on ways to stimulate the 
study of unusual sera and red 
blood cells. In this connection, the 
board also requested further study 
of the problem of maintaining na- 
tional and local blood donor reg- 
istries for the rarer blood groups. 

Drs. Roger W. DeBusk and Le- 
Roy E. Bates, representing the 


-_ American Hospital Association, and 


Dr. Sam T. Gibson, American Na- 
tional Red Cross, were appointed 
to fill places on the council’s board 
of directors. Others on the board 
are Charles H. Kellstadt and Drs. 
Leonard W. Larson, Walter B. 
Martin, James J. Griffitts, E. Eric 
Muirhead, Donald H. Kaump, and 
Frank W. Konzelmann. 

Dr. Bates was elected treasurer. 
The following officers were re- 
elected: Dr. Larson, president; Dr. 
Griffitts, vice president, and Dr. 
Wilson, vice president and secre- 
tary. 


Michael Reese Hospital Drops 
Unit for Psychotic Children 


Michael Reese Hospital, Chicago, 
has announced that it will dis- 
continue its 12-bed unit for psy- 
chotic children at the end of the 
year because of the lack of full- 
time trained personnel and the 
increased demand for adult pa- 
tient beds. 

The unit was opened in 195! 
for the treatment and study of 
severely regressed children, with 
early psychological damage 
prompted either by home or hered- 
itary situations. 

When the unit was established 
it was constructed “so conversion 
to adult care could be done with 
a minimum of expense,” said Dr. 
Roy R. Grinker, director of the 
Institute for Psychosomatic and 
Psychiatric Research and Training 
at the hospital. 


CORRECTION 


On page 90 of the June | issue 
of this Journal, the following state- 
ment appeared: “, . . In the other 
case, which involved a private, 
nonprofit hospital which has 
‘county’ as part of its name, it was 
held that the hospital is not in 
fact a governmental unit, hence is 
subject to the Federal Unemploy- 
ment Tax Act.” 

This statement is in error. Non- 
profit hospitals generally are not 
subject to the Federal Unemploy- 
ment Tax Act, 


NYU President Heald Named 
Ford Foundation President 


Henry T. Heald, president of 
New York University, has been 
elected president of the Ford Foun- 
dation. 

Mr. Heald re- 
places H. 
Rowan Gaither 
Jr., effective 
MS. 
Gaither was 
named chair- 
man of the 
founda - 
tion’s board 
last May when 
Henry Ford II, 
Ford Motor Co. president, re- 
signed from the $2.5 billion foun- 
dation. 

Mr. Heald has served as presi- 
dent of the Illinois Institute of 
Technology, formed under his 
leadership through the merger of 
the Armour Institute of Tech- 
nology and Lewis Institute of 
Chicago. He has also been presi- 
dent of the Armour Research 
Foundation and the Institute of 
Gas Technology. 

Mr. Heald is to resign from his 
NYU post. 


Benefits up to 2 Years Offered 
By ill. Blue Cross-Blue Shield 


Up to 730 days (two years) of 
hospital and medical care benefits 
are being offered to Illinois sub- 
scribers of Blue Cross and Blue 
Shield, the plans announced in 
June, 

Plan members are eligible for 
extended benefits if they are with 
firms having 100 or more employ- 
ees when over 75 per cent of the 
people enrolled in the basic Blue 
Cross and Blue Shield programs 
take extended benefits. Additional 
cost for extended benefits over the 
basic program is less than $1 a 
month for family membership. 


MR. HEALD 


Polio Incidence in Chicago 
Brings Some Nursing Problems 


There were 212 cases of polio- 
myelitis, and five deaths from the 
disease, reported in Chicago as of 
July 18. Sixty-five polio patients 
had been admitted to the Municipal 
Contagious Disease Hospital and 
46 to Cook County Hospital. 

Other Chicago area hospitals 
had some polio patients, but not 
enough to disrupt their normal op- 
erations. A moderate nursing 
shortage developed at the hospitals 
having the greatest patient influx. 

The incidence of polio in Chi- 
cago is the highest this early in the 
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FLEXIBILTY AT YOUR 


KELEKET- X-RAY TABLE 


Precision machining and polishing of contact surfaces 
gliminates the need for power assists. 


Now it is possible to concentrate fully on radiological procedure and enjoy : 
complete flexibility of table operation, as well as safe, dependable control 


with the new Keleket Fleetwood 90/90 X-ray Table. 


Careful engineering design has made the mechanical functioning of the 
Keleket 90/90 Table completely dependable and affords easy, simple control 
of patient positioning, Owing to its unique double duty counterbalance system 
and mirror finish of all bearing surfaces, the fluoroscopic carriage can be 
moved with only a feather touch. The possibility of interruptions to patient 
service because of failure of power assists is eliminated. 


+ 


And there are other benefits with Fleetwood Tables: Roa’ | 
Effortless itioning of fluoroscopic assembly without motor exceptional 90/90 Aexibility of the Keleket Fleetwood Table. 
assist. 
Unequalled radiation protection regardless of operator and 
patient position. 


Protective safety feature provided by “floating” safety bottom 
— stops table motion instantly , . . protects objects on the 
oor. 


Modern fluorosco shutter design provides sharper beam 
definition and minimum pattennelaniae distance. 


May we suggest that you investigate the exceptional features of the Keleket 
Fleetwood table? You'll find it’s ideal for your office or hospital. 


~ 


( 
\ a W rite today for information on Fleetwood 90/90 Tables. 
\ fracerlab 


KELEKET X-RAY CORPORATION Kesential FPleetweed te this Keleket Multimatic « 16 


The in X Ne 40 Street Boston 10 Spet Film Tuane, fer dependable she fim 
Oldest Name -Ray ' 
Alee available with Scheole or Leishman Spot Film Devices 


AUGUST |, 1956, VOL. 30, PART | 89 


| FINGERTIPS 
| 
| 
\ 
| 
\ 
\ 
\ 
\ 


season since 1911 when records on 
polio were first kept. There were 
35 cases and two deaths for the 
comparable period last year. 

Of the 212 cases, 142 were 
judged paralytic; 11 of the 142 had 
‘received Salk polio shots. The in- 
oculation program has been stepped 
up appreciably in the most heavil 
affected area. | 


Education Fund Organized 
in Memory of Ruth Hubbard 


Friends of Ruth Weaver Hes 


bard, late general director of th 
Visiting Nurse Society of Phila- 
delphia, have formed the Ruth 
Weaver Hubbard Foundation to 
aid nursing education. 

Initially the group hopes to raise 
a $200,000 fund, the income from 
which would be used to provide 
education for nursing leaders. Con- 
tributions may be sent to the so- 
ciety at 1340 Lombard St., Phila- 
delphia. 

Miss Hubbard, who died last 
year, was head of the Philadelphia 
society from 1929-1955. She was 
also active as a teacher, writer, and 
in local, state, and national nurs- 
ing organizations. 


Ontario Group Names Martin 
Executive Secretary-Treasurer 


Stanley W. Martin, associate 
executive secretary-treasurer of 
the Ontario Hospital Association 
since 1951, has been appointed 
executive secretary-treasurer of 
the Association succeeding Arthur 
J. Swanson, who resigned to be- 
come chairman of the Ontario 
Hospital Services Commission. 

Privr to joining the Association 
Mr. Martin served with the Toron- 
to East General Hospital for 10 
years, 7 of them as assistant super- 
intendent. He has also been as- 
sociated with the Toronto Depart- 
ment of Public Welfare. 

Mr. Martin is a member of the 
American College of Hospital Ad- 
ministrators. 


Dismissal of Nurse Upheld 
By Pennsylvania Supreme Court 


Pennsylvania's Supreme Court 
has upheld a lower court decision 
that a nonprofit, charitable hospi- 
tal is not subject to the Pennsy]l- 
vania Labor Relations Act and the 
dismissal of a nurse for attempting 
to unionize the hospital's general 
duty nurses is not an “unfair labor 
practice” under that act. 

The court reaffirmed the prin- 
ciple it laid down in the Western 
Pennsylvania Hospital case in 


1941, that the act does not apply 


90 


to nonprofit, charitable organiza- 
tions. In its decision the court 
said that although the state legis- 
lature had the power to place 
hospitals under the act by appro- 
priate amendment it had not seen 
fit to do so in the years since the 
1941 decision. 


Student Nurses Elect Officers 


Mary Louise Steinke, Kaiser 
Foundation Hospital School of 
Nursing, Oakland, Calif., was 
elected president of the National 
Student Nurses’ Association at 
the group’s convention last May 
in Chicago. Other officers chosen 
were: first vice president, Yvonne 
Bowles, School of Nursing, Uni- 
versity of Oregon Medical School, 
Portland; second vice president, 
Keith H. Taylor, University of 
Arkansas School of Nursing, Little 


Rock; treasurer, Nancy Hilliker, 
Indiana University Training School 
of Nurses, Indianapolis; recording 
secretary, Jan Bennett, Univer- 
sity of Alabama School of Nurs- 
ing, Tuscaloosa; corresponding sec- 
retary, Mary Jo Schreimann, St. 
Mary’s Hospital Schoo] of Nursing, 
Kansas City, Mo. 


Meade Named Clinical Director 
Of Miners Hospital Association 


Dr. Gordon M Meade has been 
appointed clinical director of the 
Miners Memoria! Hospital Associa- 
tion, a chain of 10 hospitals serving 
beneficiaries of the United Mine 
Workers Welfare and Retirement 
Fund. 

Dr. Meade succeeds Dr. Aims C. 
McGuinness who will return to 
private practice and teaching in 
Philadelphia. 


(onstruction and Dedications 


California 

Bakersfield—-Mercy Hospital re- 
cently dedicated its new 68-bed 
unit, which cost $1.6 million. The 
hospital’s total capacity is 125 
beds. 

Baldwin Park—The 3l-bed 
Hartland Hospital has begun ad- 
mitting patients. The first unit of 
the hospital, which over a three- 
year period is to have a 60-bed 
expansion, includes an emergency 
room and two major surgeries. 
Sierra Lodge Sanitarium, 17 years 
old, will become an 87-bed geri- 
atric section of the new hospital. 

Beverly Hills— The recently- 
opened $1.5 million Beverly Hills 
Doctors Hospital has a bed ca- 
pacity of 100. 

Long Beach—Long Beach Os- 
teopathic Hospital, a 100-bed, $1.3 
million building, has been dedi- 
cated. The hospital is to be ex- 
panded to 175 beds. 

Los Angeles—Bon Air Hospital, 
closed because it was in the path 
of a highway project, has reopened. 
The one-story, 32-bed building 
was built at a cost of $235,000. 

Los Angeles—The five-story, $2 
million Estelle Doheny Hospital 
has been opened as part of St. 
Vincent's Hospital. The new unit 
houses a 60-bed maternity section, 
a radiology department, and the 
Estelle Doheny Eye Foundation. 

Los Angeles—Sun Valley Hos- 
pital’s new 14-bed maternity wing 
was recently dedicated, bringing 
the hospital's bed capacity to 60. 

Santa Barbara—The new $1 


Medical Center 


million wing of St. Francis Hos- 
pital added 44 beds, three major 
and three minor surgeries, two 
delivery rooms, three labor rooms, 
and a recovery room. The hospital 
also has a new diet kitchen, nurses’ 
control stations, fathers’ waiting 
room, and therapy pool. 

West Covina—One-story, 45- 
bed Lark Ellen Hospital has ac- 
cepted its first patients. Facilities 
include three surgeries, obstetrical 
suite, five-bed pediatric ward, 
diagnostic facilities, and a phar- 
macy. 

Connecticut 

Middletown—Connecticut State 
Hospital has opened a $3 million 
facility to house 300 mentally il! 
patients. 

New Haven—Construction of a 
$350,000 radiation therapy center 
at St. Raphael’s Hospital has 
begun. 

Newtown—Fairfield State Hos- 
pital has dedicated a new admis- 
sion-intensive treatment building, 
costing $3.4 million and designed 
to accommodate 300 patients. 

Florida 

Gainesville —Construction has 
begun on the University of Flori- 
da’s 400-plus bed, $9 million hos- 
pital. The building is scheduled 
for completion in September 1958. 

Mlinols 

Chicago—Ground breaking cere- 
monies for the $810,000 Berman 
and Hannah Friend Memorial Pa- 
vilion at Michael Reese Hospital 
were held last 
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month. The building will have 36 
beds, doctors’ offices, treatment and 
analysis rooms, therapy areas, a 
gym, and a patients’ dining room. 
It will be connected by tunnel with 
other medical center buildings. 


Kansas 
Wichita—Contracts in excess of 
$165,000 have been let by Wesley 
Hospital’s executive board for a 
new laundry and for some equip- 
ment to be used in the $2.5 million 
hospital addition now being built. 


Nebraska 
Grand Island— The Veterans 
Administration has opened two 
wards containing 69 beds to be 
used by geriatric patients. 
Omaha—Work has begun on a 
$175,000 addition to Doctor’s Hos- 
pital. The addition will contain 
10 beds, a new surgery and recov- 
ery room, sterilizers, business 
offices, record department, recep- 
tion room, and doctors’ lounge. 
The project is to be finished next 
year. 
Tennessee 
Knoxville— The University of 
Tennessee’s $6 million Memorial 
Research Center and Hospital has 
been dedicated. The unit is a 400- 
bed general hospital and a research 
center with special facilities to 
experiment with isotopes from the 
Oak Ridge, Tenn., atomic installa- 
tion. 
Washington 
Spokane—A 110-bed general 
hospital costing $2 million has 
been completed at Fairchild Air 
Force Base, The three-story hospi- 
tal has 96,000 square feet of floor 
space. 


Most Individual Insurance Firms 
Set Coverage Age Limit: Survey 


According to a study of 186 in- 
surance companies writing indi- 
vidual insurance policies, more 
than half the companies place the 
age limit for new risks for hospital 
expense insurance at age 65 or 
over. The Health Insurance Asso- 
ciation of America reported on the 
study. 

Eleven firms reported no age 
limit. The age limit for renewing 
existing policies was higher, with 
half of the companies surveyed set- 
ting no age limit. 

In the area of group insurance, 
the association said, a survey con- 
ducted among 43 companies re- 
sponsible for 72 per cent of all 
group coverage in force showed 37 
companies making the same cover- 
age available to all employees ir- 
respective of age, with six limiting 
the coverage for “over-age” em- 
ployees. 
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Spot Briefs 


The division of public health 
methods in the Public Health 
Service, anticipating congressional 
enactment of a bill directing PHS 
to conduct continuing surveys of 
illness throughout the country, is 
taking preliminary steps toward 
recruitment of staff workers. It is 
estimated the Washington force 
will have 20 members. A number 
of field workers also will be em- 
ployed. 

* 

The name of the National Con- 
ference of Social Work, Columbus, 
Ohio, was changed to the National 
Conference on Social Welfare, on 


July 1. 

After 16 years of publishing on 
a bimonthly basis, the Journal of 
the National Cancer Institute last 
month began publishing on a 
monthly basis. Two volumes of 
six issues each will appear an- 
nually with number 1 in July and 
January. The Journal is sold by 
the U. S. Government Printing 
Office, Washington, D. C. 


More than $33.5 million was 
paid to its area Blue Cross hospi- 
tals for care of nearly 350,000 
subscribers, according to the 1955 
annual report of the Hospital 
Service Association, the Blue Cross 
Plan in western Pennsylvania. 
Association membership is ap- 
proximately 1,965,000. 


The 1956 March of Dimes cam- 
paign raised a total of $52.1 


million, Basil O’Connor, National 
Foundation for Infantile Paralysis 
president, announced. 


OFFICIAL NOTES 


(Continued from page 86) 


tribution to knowledge in the hos- 
pital field. Various councils and 
committees of the American Hos- 
pital Association have studied the 
report and the Association has de- 
layed its commentary on the com- 
mission's report until these studies 
were completed. 

The organization of a Joint 
Committee on Legislation for the 
Aged, Indigent and Unemployed, 
and of a Committee to Determine 
Future Need for Hospital Facilities 
and Services, is the initial direct 


result of the Association's recogni- 
tion of the need for activating the 
commission's recommendations. 

That the commission was able to 
reach agreement on so many issues 
is a tribute to its determination and 
a significant factor in its achieve- 
ment. The Association recognizes 
that frequently the commission’s 
essential contribution was to iden- 
tify areas requiring additional 
study. The problems faced by the 
commission in initially defining 
the limitations of its research and 
studies were tremendous. The 
commission deserves congratula- 
tions for having the foresight to 
select major areas for emphasis 
rather than dissipating its efforts 
over too wide a spectrum. 

The Association records its deep 
appreciation for the services ren- 
dered by the members and staff of 
the Commission on Financing of 
Hospital Care in their important 
report on the current problems of 
financing hospital care for the 
American public, 


APPOINTMENTS 


VOTED: To confirm the following 
appointments: 


Commission on Professional and 
Hospital Activities, Inc. Edwin L. 
Crosby, M.D., American Hospital 
Association, Chicago 10 (1958); 
Maurice J. Norby, American Hos- 
pital Association, Chicago 10 
(1957). 

Joint Committee with American 
Medical Association. 

Subcommittee No. 1: Clarification of 
Status of the 1951 and 1953 State- 
ments. A. W. Snoke, M.D, Grace- 
New Haven Community Hospital, 
New Haven 4, Conn. 

Subcommittee No. 2: Hlue Cross and 
Blue Shield Relations. E. Dwight 
Barnett, M.D., Columbia Universi- 
ty School of Public Health, New 
York City 32; Rt. Rev. Msgr. Don- 
ald A. McGowan, National Cath- 
olic Welfare Conference, Washing- 
ton 5; Frank R. Bradley, M.D., 
Barnes Hospital, St. Louis 10 (al- 
ternate). . 

Subcommittee No. 3: Hospital Trus- 
tee and Medical Staff Organization. 
Ray E. Brown, University of Chi- 
cago Clinics, Chicago 37; Ritz E. 
Heerman, California Hospital, Los 
Angeles 15; Charles F. Wilinsky, 
M.D., 16 Still St., Brookline 46, 
Mass. (alternate). 


NATIONAL LEAGUE FOR NURSING 


VOTED: To express to the Na 
tional League for Nursing the great 
interest in and reapect of the American 


Hospital Association for the League's 
program to improve nursing education 
and service, and its regret that it can- 
not at this time financially support the 
League's Department of Hospital Nurs- 
ing by a grant as requested; further, 
to endorse and favor the objectives 
stated by the American Hospital Asso- 
clation’s Committee on Nursing, name- 
ly, to render all other possible support 
to the League's efforts to improve hos- 
pital care of patients, and further, to 
appropriate up to $30,000 for the next 
fiscal year for American Hospital As- 
sociation activities in nursing to be 
conducted in cooperation with the Na- 
tional League for Nursing, with the 
understanding that funds will be made 
available only after such activities have 
been defined in detail and approved 
by the Board of Trustees. 


VOTED: To recommend jointly with 
the National League for Nursing to 
hospital associations that they study 
the lists of schools in the three cate- 
gortes—namely, accredited, tempo- 
rarily accredited and not accredited— 
and urge hospitala to move toward 
full accreditation of schools of nure- 
ing; further, to suggest that the sub- 
ject of accreditation of nursing schools 
be placed on as many agendas for 
state hospital association meetings as 
possible for verbal interpretation with- 
in the states, 


UNIFORMED SERVICE DEPENDENTS 
VOTED: To appoint an ad hoe 
committee of the Board of Trustees on 
Dependents of Members of the Uni- 
formed Services to develop a program 
within the stated policies of the Board 
and subject to final ratification by it, 


by which civilian hospitals can work 


moat effectively with the federal gov- 
ernment in providing services to pa- 
tients for which the government has 


_ assumed responsibility; further, should 
direct negotiations be required, to au- 


thorize the Committee on Dependents 
of Members of the Uniformed Serv- 
ices to work directly with the appro- 
priate departments of government, with 
the understanding that the Blue Cross 
Commission will be fully informed on 
matters in which it has a joint interest. 


VOTED: To instruct the Committee on 
Dependents of Members of the Uni- 
formed Services to explore relations 
between the Association and Blue 
Cross with a view to formulating fu- 
ture policy in this regard, 


The president announced the 
following appointments to the 
Committee on Dependents of Mem- 
bers of the Uniformed Services: 
Ray E. Brown, chairman, Universi- 
ty of Chicago Clinics, Chicago 37; 
Madison B. Brown, M.D., Hahne- 
mann Medical College and Hospi- 


92 


tal, Philadelphia 2; Basil C. Mac- 
Lean, M.D., City of New York 
Department of Hospitals, New 
York City 13; Charles G. Roswell, 
MacNicol, Roswell & Company, 
New York City 7; A. W. Snoke, 
M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4, 
Conn. 


FOREIGN MEDICAL GRADUATES 
VOTED: To reaffirm approval in 
principle of the planning for the ad- 
ministrative organization and staff, 
evaluation and examining procedures, 
and financial plans specifically as fur- 
ther developed in the report of the 
Cooperating Committee on Graduates 
of Foreign Medical Schools dated 
March 10, 1956; further, to approve 
incorporation of the Evaluation Service 
for Foreign Medical Graduates and ap- 
pointment of the following to serve as 
incorporators and initial members of 
the board of trustees of the Evaluation 
Service for Foreign Medical Gradu- 
ates: 7. Stewart Hamilton, M.D., Hart- 
ford Hospital, Hartford 15, Conn., 
Sarah H. Hardwicke, M.D., American 
Hospital Association, Chicago 10; and 
further, to approve an unsecured and 
noninterest-paying loan in the total 
amount of $25,000 to be provided to 
the Evaluation Service for Foreign 
Medical Graduates jointly by the 
American Hospital Association, Ameri- 
can Medical Association, Association of 
American Medical Colleges, and Fed- 
eration of State Medical Boards; the 
American Hospital Association's chore 
to be determined by officers of the 
American Hospital Association con- 
jointly with officers of the American 
Medical Association, Association of 
American Medical Colleges and Fed- 
eration of State Medical Boards. 


GENERAL PRACTICE DEPARTMENTS 
VOTED: To adopt the following 
statement based upon the standards of 
the Joint Commission on Accreditation 
of Hospitals regarding general prac- 
tice departments in hospitals: 

“In hospitals which elect to main- 
tain a Department of General Practice, 
such department shall be an organized 
segment of the medical staff compara- 
ble to that of other staff departments 
with the following modifications: 

“a. The responsibilities of this de- 
partment shall be limited to adminis- 
tration and education, It shall not be a 
clinical service and no patients shall be 
admitted to the department. If and 
when desirable, however, the depart- 
ment may be made responsible for 
conducting the outpatient clinic in 
whole or in part. 

“bh. Since the Department of General 
Practice will not have a separate serv- 
ice, the members of the General Prac- 
tice Department shall have privileges 


in the clinical services of the other 
departments in accord with their 
experience and training, on recom- 
mendation of the Credentials Commit- 
tee. In any service in which any gen- 
eral practitioner shall have privileges, 
he shall be subject to the rules of that 
service and subject to the jurisdiction 
of the chief of the clinical service — 
involved. 

“e. The medical staff should give to 
the General Practice Department such 
administrative responsibilities in the 
conduct of medical affairs as are de- 
sirable to meet the needs of the hos- 
pital.” 


MATERNITY SERVICE 
VOTED: To authorize the estab- 
lishment of a committee of the Coun- 
cil on Professional Practice, with rep- 
resentation from the American College 
of Obstetricians and Gynecologists 
(formerly American Academy of Ob- 
stetrics and Gynecology), the Academy 
of Pediatrics, the American Hospital 
Association, the American Medical As- 
sociation, the American Public Health 
Association, and others, to review prac- 
tices and policies concerning the sepa- 
ration of maternity from other services 
in general hospitals. 


HOSPITAL SALARY SURVEY 
VOTED: To discontinue publication of 
the annual Hospital Salary Survey in 
its present form; further, to redefine 
the purpose and content of the annual 
Hospital Salary Survey. 


TRAINING SUPERVISORS 
VOTED: To authorize the Council 
on Administrative Practice to develop 
a Basic Course for Training in Super- 
vision, with the understanding that the 
Association staff and facilities be used 
as far as possible; further, to authorize 
the director to secure funds from out- 
side sources to develop and produce a 
Basic Course for Training in Super- 
vision. 


NURSING SERVICES AND EDUCATION 
VOTED: To support the legislation 
proposed by the Council on Gov- 
ernment Relations to establish a Com- 
mission on Nursing Services and 
Education, Title Ill of the Public 
Health Service Act, as amended, to 
provide grants for special projects in 
respect to nursing services. 


HOSPITAL MODERNIZATION 
VOTED: To support the establish- 
ment of a special category within 
the Hill-Burton Program to provide 
for modernization and remodeling of 
existing hospitals, and to make every 
effort to obtain adequate appropria- 
tions for such a category; further, to 
support the development of a low- 
interest federal loan program for 
modernization and remodeling of ex* 
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JOHN L. COLLYER 


“75% of B. F. Goodrich :mployees 


Portrait by Fabian Bachrach 


Save $9,000,000 Per Year” 


“B. F. Goodrich people are proud of their many years 
of participation in the Payroll Savings Plan, 75% of our 
employees are members of the Plan, with payroll deduc- 
tions of $9,000,000 a year. 

“Thrift is one of the keys to our continued prosperity. 
It builds security for the family, retards inflation and 
stabilizes the purchasing power of the dollar. I am 
proud that Ohio is a leader in this worthwhile endeavor 


and that it has been my privilege to serve since 1950 


as State Chairman of the Payroll Savings Advisory 


Committee. JOUN L. COLLYER. Chairman 
The B. F. Goodrich Company 


A simple person-to-person canvass that puts a Payroll Savings 
Application Blank in the hands of every employee is all you 
have to do to install the Payroll Savings Plan or build em- 
ployee participation in your present plan. Your State Sales 
Director is ready to help you. Write today to Savings Bond 
Division, U.S. Treasury Department, Washington 25, D.C, 


The United States Government does not pay for this advertising. The Treasury Department 
thanks, for their patriotic donation, the Advertising Council and 
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isting hospitals, such a program to be 
limited to nonprofit hospitals. 


COUNCIL ON HOSPITAL AUXILIARIES 
VOTED: To change the name of the 
Committee on Hospital Auxiliaries to, 
Council on Hospital Auxiliaries. 


SETTING HOSPITAL RATES 
VOTED: To approve a Guide for 
Hospital Rate Setting for distribution 
to inatitutional members, Types I, 
1, iV, V, and VI, 


FINANCING OF HOSPITAL CARE 
VOTED: To approve the following 
Commentary by the American Hospital 


Association on the Report of the Com- 
mission on Financing of Hospital Care 
for publication and general distribu- 
tion through appropriate channels. 


ANESTHESIA ADMINISTRATION 
VOTED: To request Dr. Kenneth B. 
Babcock to prepare a statement of 
the position of the Joint Commission 
on Accreditation of Hospitals regard- 
ing administration of anesthesia in 
hospitals by nurse anesthetists, to be 
printed in the quarterly bulletin pub- 
lished by the Joint Commission and in 
HOSPITALS; further, to send the state- 
ment to all state and regional hospital 


associations, 
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CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ALABAMA 
Evergreen—Conecuh Hospital 


CALIFORN 
Fort Ord—vU., 58. Hospital 
IDA 
Lake Worth—Lake Worth Genera! Hospita! 
Miami Beach—-Miami Heart Institute, Inc. 
Tampa—Tampa Municipal Negro Hospital 
Tarpon Manor 


Emory Universit se Administra- 
tion Pr a hool of Business Ad- 
ministratio 


Belleville—Protestant Hospital Builders’ 
u 
Chicago—Mother Cabrini Memorial Hos- 
pita 
Eureka—Eureka Hospital, Inc. 
KANSAS 


Eureka—Greenwood County Hospital 
MASSACHUSETTS 
Jamaica Plain—Lemuel Hospital 
INNE 


SOTA 
~ County Memorial Hospi- 


issOuri 
Springfield—Springfield Baptist Hospital 
NEBRASKA 
Omaha—-Booth Memorial Hospital 
NEVADA 
Yerington—Lyon Health Center 
NEW JERSEY 
Fort Dix—-U. 8. Army Hospital 
NEW MEXICO 
Albuquerque—Sandia Base—U. Army 
Hospital 


NEW YORK 
Johnstown—Johnstown Hospital 
West Point—-U. 8S. Army Hospital 


NORTH CAROLINA 
Memoria! Hos. 
Pp 


OHIO 
Municipal Hospital 
MA 


Chickasha—Women's and Children’s Hos- 
pital and Clinic 


Salt Lake City—Utah ‘State Department of 
Health—Medical! Facilities 
WISCONSIN 
Wauwatosa—Salvation Army Martha Wash. 
ington Home and a 
PHILIPPINES 
Pasay—Manila and Hospital 


NEW PERSONAL MEMBERS 


Aton, William F.—Chief Engr. — State 
Hospital—-Louisville, Ken- 
uc 

istar ewish Hospital—New Hrde 
ar 

Brunini, , h, Rt. Rev. Monsignor—Pres. 
—Catholic PHospital Association—Jack- 
son, Miss. 

Cawthorpe, Joseph G.—Hosp. Magr.—Deer 


Lodge Hospital—Sst. James, anitoba, 
Canada 
Costa-Mandry, Dr. O.— Dir.— Office of 


Medical Education— Dept. 

of Hea of Puerto Rico—San Juan, 
Puerto Rico 

Davis, Lawrence C., Jr.—Adm. Resident— 
White Cross Hospital—Columbus, Ohio 

De Vries, —~Engr.—Roseland Com- 

Doss, ene—Chief Engr.—Sacred 

Eugene, Oregon 

Girard, Normand E., ist Lt. (MSC)—Reg- 
istrar—4050th USAF Hospital—Westover 
Air Force Base, Massachusetts 

Grant, neer Officer—Veterans 
Administration ospital—Fort Bayard, 
New Mexico 

Mayes, John James-—Exec. Coordinator— 
t. Mary's Infirma Texas 


Jennings, lton E.. CWO USN—Adm. Of- 
ficer & Research Investigator— Medical 
Research Department—U. 8. Navy Mine 
Defense Laboratory— Panama City, Flori- 


da 

Kerlin, Constance Lee—Dir. of Personnel 
—Baltimore City H 
Maryland 

Latour, Adrian R.—Plant Engr.—Worces- 
ter City Hospital—-Worcester, Massachu- 


re, 
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concentrated into a space 
no larger than 44’ x 4‘! 


The DRUG-STOWER consists of three vertical 
tiers of drawers and compartments (180 in all) 
ingeniously built into an attractive cabinet. 

A slight touch of your hand rotates 
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Delicious Foods to Add Welcome Variety to 


SODIUM RESTRICTED DIETS 


DIETETIC CHEESE—A rich yellow full-fovored cheddar-type cheese. 
Sedium valve only 9.5 mgs. in 100 grams or 3 mgs. in the average 
serving of 1 oz. Available in and | Ib. sizes. 

CELLU UNSALTED BREAD—A milk-free white wheot bread boked in 
10 oz. cans. Sealed to keep it fresh. Natural sodium content only 


4 mgs. in 100 grams or two ',” slices. 

CELLU PUREE OF TOMATO—Packed without suger, salt or other sea- 

sonings. Full-bodied, of excellent flavor and consistency. Versatile for 
soups, sovuces, spaghetti, etc. Only 4 mgs. 
in 100 grams. 

SEND FOR FREE LITERATURE ON COMPLETE 

LINE OF SODIUM RESTRICTED DIETARY FOODS 


DIET FOODS CHICAGO DIETETIC SUPPLY HOUSE, Inc. 
Dept. 10-D, Chicago 1 2, Illinois 
PIONEERS IN DIETARY FOODS SINCE 1921 
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\ STAINLESS STEEL 
, HEAVY DUTY CARTS 


Now 9 different models! 
to save time and money 
for you! Shelves have 
all edges folded down. 


Medel shelves 16 « 31” 71.75 Also available with 4 

Medel 433—~6 shelves 2) $125.00 and bumper equipment 
Model shelves on all models, Optional 
Mode! shely 

Medel 2! caster and bumper at ex- 
Medel 464—6 shelves 2) « tra cost. 


FOB Milwaukee, slightly higher in West. See your dealer or write today. 


LAKESIDE MFG. Inc. 


1970 $. ALLIS STREET 
MILWAUKEE 7, WIS. 


PHARMACIES 
EVOLVIN 
4a 
| 
= 
| 
= 
G. A. Hasemann Mfg. Co. 
since 1912 
= 
CELLU. ep ONLY 
| 
= | ‘sr y 
heir 
W 
— 
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NEWLY 
DESIGNED 


NURSES’ 
SCRUB 
GOWN 


Newly designed, modest overlay 
neck, easy to get into without but- 
tons. Comfortable cap sleeve arm- 
hole with high gusset which con- 
ceals underarm, This newest style 
is most comfortable yet most 
modest, In white, green or misty 
green. 


Send for samples and prices ov ash 
lo show, 


MILLS 


HOSPITAL 
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Letson, Lewis M.—Adm. Asst.—St. Francis 
Hospital—Lynwood, Calif 
Lewis, O.—Chietf Wesley Hos- 
u 


ital & rse Training School—Wichita, 
ansas 
Liebel, Robert J.—Chief Engr.—St. Vin- 


cent's Hospital—Erie, Pennsylvania 
MeMillan, Malcolm —Engr.—Chelsea 
Memorial Hospital—Chelsea, Massachu- 


Mitchell, Janice Virginia—Adm. Asst. to 
the Director—Hospital of St. Barnabas 
& for Women & iildren—Newark, New 
Jersey 

Muehlfeld, Max 8.-Chief of Maint.—Long 
Island Jewish Hospital—-New Hyde Park, 
New York 

O'Halloran, John T.—Adm. Resident—St. 
Francis Memorial Hospital—San Fran- 
cisco, Calif 

Paulson, Lawrence—Supt. of Maint.—Col- 
lege of Medical Evangelists & Loma 
Linda Sanitarium and Hospital—Loma 
Linda, Calif 

Plank, Vernis William—Chief Engr —-Santa 
Barbara Cottage Hospital-Santa Bar- 
bara, Calif 

Spear, Robert F.--Chief Engr.—Santa Rosa 
Memorial Hospital—Santa Rosa, Calif. 

Stillman, Timothy G.—Member of Bd. of 
The Cornwall Hospital—Corn- 
wall, N.Y. 

Tygard, Charles F.—Chief. Engr.—South 
Side Hospital—-Pittsburgh, Pennsylvania 

Wright, Harold E.—Maint. Supt.-Miami 
Valley Hospital—-Dayton, Ohio 


HOSPITAL AUXILIARIES MEMBERSHIP 


JUNE 30, 1956 
NEW MEMBERS 


Hospital Auxiliary, Skowhegan, 


Queen of the World Hospital Auxiliary, 
Kansas City, Missouri 

Middlesex General Hospital Auxiliary, New 
Brunswick, NJ 

The Hospital Guild,-Sidney, N.Y. 


Alamance General Hospital Women’s Aux- 


iliary, Burlington, N.C 
Maria Parham Hospital Guild, Henderson, 
N.C 


Morristown-Hamblien Hospital Auxiliary, 
Morristown, Tenn. 

Women's Adxiliary of Virginia Baptist 
Hospital, Lynchburg, Va. 


RESIGNED 


The Service League of San Jose Hospital, 
San Jose, California 


CLOSED 


Maternity Hospital Women's Auxiliary, 
Minneapolis, Minnesota 


SUSPENDED 


Auxiliary to Children’s Memorial Hospital, 
Long Beach, California 

Holden Hospital Auxiliary, Carbondale, 
Illinois 

St. Mary's Hospital Auxiliary, Decatur, 
Illinois 

Coffeyville Memorial Hospital Auxiliary, 
Coffeyville, Kansas 

James B. Haggin Memorial Hospital Aux- 
illiary, Harrodsburg, Kentucky 

Felix Long Memorial Hospital Women's 
Auxiliary, Starkville, Mississippi 

Stone County Hospital Auxiliary, Wiggins, 
Mississippi 

Eliett Memorial Hospital Women's Aux- 
iliary, Appleton City, Missouri 

Boone County Community Hospital Aux- 
lliary, Albion, Nebraska 

Artesia General Hospital Auxiliary, Ar- 
tesia, New Mexico 

oe Hospital Guild, Potsdam, New 
ork 

Women's Auxiliary of Winslow Hospital, 
Danville, Virginia 

Kennewick General Hospital Auxiliary, 
Kennewick, Washington 

Auxiliary of Our Lady of Lourdes Hospi- 
tal, Pasco, Washington 


Hospital association meetings 
(Continued from page 6) 


Administrators’ Secretories Iinstitute—October 
22.25; Chicago (Edgewater Beach Hotel) 
Operating Problems for Small Hospitals in- 
stitute-——October 25-26; Burlington, 

mont (Vermont Hotel) 
X-Ray Technicions institute—October 30-No- 
vember |; Chicago (Shoreland Hotel) 


Hospital Avuxiliory Leadership institute—No- 
vember |-2; Cleveland (Corter Hotel) 

Nursing Service Administration institute— 
November 5-9; Cincinnati, (Sheraton-Gibson 
Hotel) 

Operating Problems for Small Hospitals in- 
stitute—November 1-2; Winnipeg (Royal 
Alexandra Hote!) 

Physicol Therapy institute—November 5-9; 
San Francisco (Sir Francis Drake Hotel) 

Dietary Department Administration Institute-— 
November 12-16; Denver (Cosmopolitan 
Hotel) 

Supervisory Training Workshop—November 
26-30; Montreal (Sheraton-Mount Royal 
Hotel) 

Hospital Safety Seminar—November 26-36; 
Chicago (Congress Hotel) 

Maintaining Standards of Patient Care in 
Hospital Systems institute—November 28.- 
30; Hershey, Pa. (Hershey Hotel) 

Obstetrical Nursing Service Administration In- 
stitute-—-December 3-6; Toronto (King Ed- 
word Hotel) 

Methods Improvement Institutle—December 3- 
7; Highland Park, Illinois (Morcine-on- the- 
Lake Hotel) 


Introducing the authors 
(Continued from page 12) 


Illinois Public Aid Commission; 
executive secretary of the Illinois 
Public Aid Commission; assistant 
director of the National Society for 
Crippled Children and consultant 
to the Commission on Financing of 
Hospital Care. He assumed his 
present post in 1953. 

Mr. Schmidt holds both a bach- 
elor of philosophy and a master of 
arts degree from the University of 
Chicago. He is chairman of the 
committee on administrative prac- 
tice, Chicago Hospital Council; 
chairman of the committee on 
standards for long-term care, Wel- 
fare Council of Metropolitan Chi- 
cago and a past president of the 
Illinois Welfare Association. 

Mr. Schmidt’s contributions in 
the fields of human and public 
welfare won him the Outstanding 
Member Award of the Junior As- 
sociation of Commerce and In- 
dustry in 1940 and the James M. 
Yard Brotherhood Award from the 
National Conference of Christians 
and Jews in 1955. 


Reorganized Blue Crees’ ‘enn 
will service national accounts 
(Continued from page 46) 


benefits or uniform national bene- 
fits can be purchased for his em- 
ployees? Briefly, nonprofit health 
service prepayment plans which 
are accepted for membership in 


HOSPITALS, J.A.H.A. 
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Classified Advertising 


can do a job for you, too! 


Classified advertising keeps many businesses 
in operation. It’s the lowest cost method of 
advertising available. It can serve your hos- 
pital too. | 

Here is the audience for your advertisement 
. . » HOSPITALS subscribers include more 
than 9,000 hospitals and administrators, 1,200 
department heads, 700 governing board mem- 


bers and 1,200 public health organizations, 
physicians and nurses in addition to approxi- 
mately 4,500 others. 

Need help? Want to change positions? 
Have old equipment for sale? Offering a 
course of instruction? Then it will pay you 
to use the classifieds. 


Classified Advertising Department 
HOSPITALS, Journal of the American Hospital Association 


18 E. Division St., Chicago 10, Illinois 


4 


Please schedule the following advertisement for the _ 


under the following heading: 


> For Sale 


Instruction 


) 


Positions Wanted 


Wanted 


[| Check or Money Order Enclosed 
[|] Bill the Hospital 


Hospital. 


Civ 6 


_issue(s) of HOSPITALS 


Here’s information on this low-cost service 


Twenty-five cents a word; minimum charge $3.50 per insertion. 


Deadline: 30 days preceding publication date. 
Clip and mail to HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 
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the Association agree to pay mem- 
bership dues which will be used 
to support national enrollment 
activities by a full-time paid staff. 
They agree to participate in all 
presently existing national recip- 
rocal agreements administered by 
the Blue Cross Commission. They 
agree to offer uniform contracts 
that have been approved by the 
Board of Governors of the Blue 
Cross Association to local em- 
ployees of national employers. 

If they are unwilling or are 
unable to offer a particular uni- 
form national contract to the local 
employees of a national organiza- 
tion, they agree to provide all the 
service functions for hospitaliza- 
tion in local hospitals for another 
member of the Association who 
actually writes the contract. To a 
degree, this represents a transfer 
of authority for the handling of 
national accounts to the Blue 
Cross Association. It does not, 
however, affect in any way the 
responsibility of local Plans for 
enrolling and servicing local ac- 
counts. 

The reorganization of the Blue 


Cross Association not only creates 
an organization to deal with na- 
tional employers and national 
servicing of subscribers, but it 
also separates such operating 
problems from the Blue Cross 
Commission, The Blue Cross Com- 
mission will continue, however, as 
the official trade association of 
Blue Cross Plans. It will retain 
all activities which involve service 
to nonprofit health plans, as dis- 
tinct from services to national 
employers and subscribers. 

The most important question 
for hospitals, of course, is the effect 
of the reorganization of the Blue 


Cross Association on their own 


operation and their relationship 
with their local Blue Cross Plan. 
After considering this problem in 
detail, the Council on Prepayment 
Plans and Hospital Reimbursement 
of the American Hospital Associa- 
tion agreed that the reorganization 
“would not affect the basic rela- 


tionship between hospitals and 


local Blue Cross Plans.”’ The Blue 
Cross Association has no authority 
to require revisions in existing 
hospital contracts and methods of 


hospital reimbursement. The Blue 
Cross Approval Program of the 
American Hospital Association will 
continue to operate without 
change. The approval requirement 
that “at least one third of the 
members of a Plan’s Governing 
Board shall be representatives of 
the contracting hospitals” will in 
itself assure hospitals a continuing 
voice in local Blue Cross policy 
determination. 

Even more important than these 
specific points, however, is the 
intent behind the reorganization 
of the Blue Cross Association and 
the integrity of the men respon- 
sible for it. Repeated assurance 
has been given that no actions 
have been or will be taken de- 
liberately which will affect the 
relationship between hospitals and 
Blue Cross. The reorganization is 
intended to accomplish only one 
thing—to provide a mechanism by 
which Blue Cross Plans can co- 
operatively service national ac- 
counts in order that Blue Cross 
can continue to expand its service 
hand-in-hand with hospitals. This 
deserves hospital support. wht 


For Patient Comfort, Nursing Ease, 


New All Nylon * 


® Autoclavable, Sterilizable, Boilable 
Notural Flexibility, Warmth 
(ne pre-warming) 


Quieter . 


Write today for 
Illustrated Bulletins 


*DuPont “TZytel” Nylon 


neo metollic cletter 


Be sure to see Zylon's other Nylon vtensils 


For a Handy Purchasing 
Reference 


see the 


GUIDE FOR 
HOSPITAL BUYERS 


on the Goldenrod pages 
Part Il of this issue 


HOSPITALS 


Journal of the American Hospital Association 
18 E. Division Street 


Chicago 10, lilinois 


HOSPITALS, J.A.H.A. 


cheerful 
eave color 
27 Dryden Lane 
Providence 4 
Rhede Island 
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JOHN H. HAYES 
Worry repulsers 
Rarely get ulcers. 


Occasionally you will find a hos- 
pital patient who would rather be 
visited by his dog than by anyone 
else; but there are no visiting 
hours for dogs. 

If, as hospital administrator, you 
are “tied to your desk,” you are 
doing only part of the job. Re- 
member that vision is a part of 
supervision. 

There are times when it is well 
that manufacturers and dealers do 
not use a means test for some hos- 
pitals. 

x * 

At times it seems that there are 
too few who are hard working; 
and too many who are hardly 


working. 
x* * * 


Funny how many women make 
hobbies of collecting things, yet 
throw away what their husbands 
want most to keep. 

2 
It’s not how many beds you have. 

A hospital’s value grows 
Because of what is termed it’s 

heart— 

The kindliness it shows. 

When I started to work, back in 
1904 as a messenger in Wall Street, 
I was paid $2.50 per week of five 
and one half days. At the end of 
six months I was raised to $3. My 
lunches cost me 90 cents a week; 
and I enjoyed them more than I 
do a $5 two-hour lunch today. 

Which reminds me of the co- 
median of those days who, on 
being charged 50 cents for corned 
beef and cabbage, said, “No man 
could lift 50 cents worth of corned 
beef.” 

Times change; but why do they 


have to change so much? 


Mothers were do-it-yourself ex- 
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perts long before men thought of 
it as a fad. 
@ 

Many an impoverished sick per- 
son would prefer having his friends 
“say it with dollars.” 

HOSPITAL DEFINITIONS: 

RESEARCH: A legal form of 
gambling which can bring large 
returns. 


HOSPITAL BILL: A post-oper- 


strument sometimes used by res- 
taurants in making ham sand- 
wiches. 

DISASTER PLANNING: Start- 
ing a fight between the medical 
board and the board of trustees. 

DAILY CENSUS: A means of 
measuring how many more nurses 
you could use. 

CORONARY: A “Go Slow” sign 
on life’s highway. 

ADMINISTRATIVE INTERN: 


ative complication that is easily A trainee for purgatory. 


forgotten. BLOOD BANK: A “share the 
MICROTOME: A laboratory in- wealth” facility. 
Yarproven //ACCEPTED 


COMPLETE 
MORTUARY 
PACKAGE 


SHROUDPAC IS MORE THAN A PRODUCT 
IT 1S A COMPLETE TIME SAVING 


in every hospital, certain steps must be taken to prepare the deceased for trans- 
portation to the mortuary. 

For the first time, SHROUDPAC offers a complete, economical and expendable 
package consisting of ten necessary items used in this preparation. Six “paces” 
store compactly in a handy dispenser . . . SHROUDPAC is always ready for instant 
vse—no searching, no improvising. 

A special-formula, heavy white plastic shroud sheet prevents leakage, will not tear. 
SHROUDPAC .. . satisfies the final moral obligation. 


EACH SHROUDPAC COMES IN A POLYETHYLENE BAG 
DESIGNED TO HOLD THE PERSONAL BELONGINGS OF 
THE DECEASED. 


SHROUDPAC CONTAINS THESE NECESSARY ITEMS: 
PLASTIC SHROUD SHEET Adult Size of Child Size) @ CHIN STRAP o THREE 
UNIFORM IDENTIFICATION TAGS CELLULOSE PADS Five THES @ 
6 UNITS IN A HANDY DISPENSER 

2265 W. ST. PAUL 


Patton Hall, IMC. w, us. 


SHROUDPAC is available through: A. $. Aloe Co.; American Hospital | 
Supply Corp.; E. F. Mahady Co.; Meinecke & Co., Inc.; Physicians and | 
Hospitals Supply Co., Inc.; Will Ross, Inc. In Canada: Ingram & Bell, Lid. 
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= 
PRO RE NATA 
ideas | 
PROCEDURE FOR HANDLING THE DECEASED. —— Mh 
tay 
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PICTURE CREDITS 


p. 22—Roberts Studio 
p. 32—United Press Photo 


pp. 37, 38, 39, 40, 41, 42—Robert $. McCullough 
p. 56—Pittsburgh Plote Giass Co. 


p. 61—Institutional Feeding & Housing 


Classified advertising keeps many businesses 
in operation. It's the lowest cost method of 
advertising available. It can serve your hos- 
pital too. 

Here is the audience for your advertise- 
ment . . . HOSPITALS subscribers include 
more than 9,000 hospitals and administrators, 


1,800 department heads, 700 governing board 
100 


members and 1,200 public health organiza- 
tions, physicians and nurses in addition to 
approximately 4,500 others. 

Need help? Want to change positions? 
Have old equipment for sale? Offering a 
course of instruction? Then it will pay you 
to use the classifieds. 


HOSPITALS, J.A.H.A. 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 43—Wanted; 4 — For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 
change of copy. 


FOR SALE 


FOR SALE: Scanlon-Morris Urological 

Table, A-32, complete with stirrups 

and L- ucky. Original $845 in 1950. Used 

very little. Contact Administrator, Law- 

County General Hospital, Ironton, 
0. 


WAREHOUSE CLOSE OUT 


Hospital maternity sanitary napkins, 
acked 100 dozen r case. $10.00 per case. 
hipping weight pounds. Freight pre- 

paid on 50 cases or more. Sample on re- 
vest. All orders subject to prior sales. 
therton Sales Company, P.O. Box 333, 
Renton, Washington. 


POSITIONS OPEN 


REGISTERED STAFF NURSES 


NEVER A DULL MOMENT FOR THE 
GRADUATE NURSES who decide they 
would like to join us at the University 
of Texas Medical Branch Hospitals. We 
work a 40 hour week in our air condi- 
tioned hospitals, leaving 128 hours to enjoy 
the beach and nearby resorts. Galveston 
boasts an. average temperature in the 
low seventies which means that swim- 
ming, fishing, horse back riding and sail- 
ing can be enjoyed the year round. 


We have positions available in the clinical 
area of your choice. Our staff nurses 
monthly salaries begin at $264 for rota- 
tion and $277 for extended evenings or 
nights. Uniforms are laundered free. We 
have liberal personne! policies and oppor- 
tunities for advancement. Comfortable air 
conditioned residences including maid 
service are available at moderate cost. 
There are excellent opportunities for ad- 
vanced study leading to both BS. and 
MS. degrees. 


Write for further information to the: 
Director of Nursing Service, University 
of Texas Medical Branch Hospital, Gal- 
veston, Texas. 


ASSOCIATE DIRECTOR, NURSING SERV- 
for service in 
non-profit hospital which includes 
118 bed jatric unit. Friendly city 225,- 
000. Prefer candidate with successful ex- 
perience "and preparation in nursing ad- 
ministration. 40 hour week. Salary open. 
Position available July 1, 1956. Di- 
rector of Nursing Service, lowa 
Hospital, Des Moines, Iowa. 


SUPERVISOR-ANESTHETIST: Immediate 
opening, small general hospital, 8.W., Min- 
ing town. Good salary, excellent working 
conditions. Supervisory experience neces- 
sary. available. Address 
HOSPITALS. x G-67. 
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THE MEDICAL BUREAU 


M. Burneice Larson—Director 


Palmolive Building 


ADMINISTRATORS: 
hosp; med. school city, 


(a) Med: 400-bed gen. 


(c) Ex. dir; regional 
nat l health group: 
nearing completion; 
be 
relatively new; coll. town, So. (f) Gen. 150- 
recently opened: 
capable organizer req 
| planning stage; Calif 


(g) New gen. 60-bed 


460-bed gen. hosp. affiliated med. school: 
. max of $10,000: MW 


, 250 beds, unit univ. group: 
desired: $6000-89000: FE 


Well renowned 30- 
city, noted hith re- 


ANESTHETISTS: 


ic) Free lance, sal 


averages 46 anes. month; wealthy la 
location: $7200. (f) Two: 


DIRECTORS OF NURSING: 
& education; 500 bed well organized hosp; 


accredited school, adeqdate staff; beauti- 


250-bed hosp; $450, suite, 
LIs. (c) Assoc. dir. nursing educ: 
: San Francisco Bay area; excel 


ministrative resp, 


fine educational, 
; near progressive MW city; 


. eity, good location; 


EXECUTIVE HOUSEKEEPER: 
; univ. affil; new bidg prog; estab. new 


prof, nurse, academ 


500-bed gen. hosp; 


; qualified to set up dept for 800 


traveling consultant to 
state institutions: Hee 


FACULTY POSTS: 


achil. of nursing academic or calendar 
(e) Ob. clin. instr, 40-bed segregated units; 
ige internationally recognized 
esting cosmopolitan city, outside US; to 
(d) Asset or assoc 
nursing arts; school of nursing, well known 
to $6000; historical 


RECORD LIBRARIANS: 
efficient dept of 25; 
air-cond; ocean resort 


(a) Direct active, 


city. (b) Chief; 600-bed univ. hosp; princi- 

tch'g unit for med. coll; key city, E: 
$5500 ic) Chief, qualified, estab. med. rec. 
schl; 250-bed hosp; coll. town, 
Sw 8 


STUDENT HEALTH; Coll. pre renery 
school; 10-month yr; univ. city, H8- 


SUPERVISORS: (a) Oper. room; 360-bed 
gen. hosp; commuting dist. Chgo; to $6000. 
(b) Ped; prog. 300-bed hosp; ige indus. 
city near prominent MW summer resort; 
$5000. ‘c) In-Service; 200-bed hosp; Fla 
coast resort city; to $400. (d) Med. superv: 
hosp. affil. univ; foreign city. 


Woopwarp 


wa ad 


ADMINISTRATORS: (a) Medical; mental 
hosp, children & adults, 150 bds; psychi- 
atric exp not nec; $10,000, full family 
mtce, 7 rm home not on grounds. W. (b) 
Med or non-med; 3 units, gen'l, 230 bads; 
TBe, 40 bds, isolation 20 bds; Calif. (ec) 
Med or non-med; dir rehabilitation prog, 
7 hospitals; report dir to Exec Comm; new 
mt; MW. (d) Vol gen hosp 250 bds; San 
ranciseo area. (e) Gen hosp, 400 bds; 
Calif. (f) Gen hosp, 360 bds; univ twn 8,- 
000; yr-round warm climate. (g) Night 
supt w/degree; 700 bd aad | hosp; MW. (h) 
JCAH gen hosp 145 bds; Calif. (i) 150 bd 
en vol hosp; W. (}) New gen hosp 135 

s: BE. (k) 120 bd hosp & home; full fam 
mitce, 3 bdrm ye, sal open; univ cit 
W. (1) 100 bd gen hosp under constr; &S 
(m) 100 bd hosp; MidS. (n) 80 bd, gen vol 
hosp; Calif. (0) Gen hosp 15 bds; Texas. 
(p) 6 bd gen hosp open’g spring. ‘O7; will 
employ now; Calif. (q) 40 A og hosp; 
recent hosp course grad; §6-§7 


ASSISTANT ADMINISTRATORS: (r) 800 
bd tch'g hosp; $7500; MW. (sa) 750 bd, gen 
vol hosp; E. (t) Gen vol hosp, 500 bdsa; univ 
city; Central. (u) With hosp degree; JCAH, 
en vol hosp ige size; $6-§7000, New Eng- 
and. (v) Lae gen hos 200 beds: 
Detroit area. (w) 200 bd JCAH gen vol 
hosp; $8000; on Lake Mich, (x) Fairly new 
e vol hosp, JCAH; short distance San 
rancisco, 


ADMINISTRATIVE ASSISTANTS: (a) Full 
chge, emergency ward & liaison other 
depts; 900 bd hosp, med schi affil; univ 
city: EB. (b) Univ hosp 400 bds; staff & 
line EB. fe) bd gen vol 4 
to $8000; Two unite, 560 
gree sal; gid 250,000; univ med center; 


ANESTHETISTS: Two req'd; fully 
apprv'd 300 bd gen hosp, active surg serv- 
ice; $470, all meals; our fee pd after 6 mos: 
lovely twn 50,000; BSE. (b) Lae, well est & 
y reg clinic own bidg; univ city; 
SW. 


DIETITIANS: (a) Chief; 3 ass'ta in active 
dept, 300-bd gen hosp affil impor univ med 
sch: Calif. (b) Full ehge of dept, vol gen 
hosp bdas, CAH; well known 
lige univ city; 


DIRECTOR OF NURSES: (a) Nurs aon 
only; nurses on staff; vol hos 
120 bde; $600; prog twn 20,000; (by 
Nurs serv only; vol gen hosp ; 
excel staff; #450, mtce;, Calif. (ce) Degree 
& exp in pey nurs’g req'd: very ige state 
psy hosp; $5300; lovely coll twn 20,000; N- 
central. Nurs serv & ed; apprv'd trng 
school, very lige, eccred gen hosp; 
$7000, full mtce; ige city: E. 


EDUCATIONAL DIRECTORS: (a) Chal- 


leng'g oppty, excel, well est ige ach; very 
lige gen hosp; to $7000, univ city; (b) 


101 


| 
Chicago 11, Illinois 
| MW. (b) Med. dit 
and ass mea. dir, county hosp: duties 
direct hosp. & clinical prog; $900 & $750 wre sama 
| 
| = ™ ™ 
new gen. hosp: univ. affil: 200 beds ex- 
pand. to 450: tch’g center, So. (k) Ass't 
man clink lige univ 
| sort, SW: $6000. (b) Staff: ultra mod. surg 
suite 250-bed hosp neal centet 
| Lids; $5500, small 
} new hosp; beautiful mountain area; SE 
id) Large Pac. Island hosp: $5400; excel 
| personnel policies, retirement. (e) Small 
$525~$625, H8-2 
| DIETITIANS: (a) Adm: oppor. direct dept 
lige gen. hosp; excel. SW location; start 
ee | $6000 hosp: Eastern 
| seaport Ha-3 
| 
ful Capitol city; E; $7000, mtce. (b) Aass't 
| dis nursing ser’ excel. oppor. for ad- 
| lidry 
ger 
| oppor. (d) Dir, nursing; 140-bed hosp. in 
Hbullding pro 
cultural facil 
| $5000-$6000. Dir 
hosp: leading indus 
$6100-$7600; W Coast. HB-4 
system: manage, supervise, excel. oppor 
MW. H&-5 
EXECUTIVE PERSONNE! (a) Ex. secy, 
degree, bus. exp. reqa b) Accountant 
superv. pos; ige city 
| c) Credit mar: 625-bed gen. hosp 
exp. prog. to 1200; coll. town, Bo. (d) Per- 
sonnel dir 
employes, 400-hbed hosp hosp. to 
be Hullt affil. med. schi MW. Pur- 
chasing dir voluntary gen hosp 450 
beds; Calif. (f) Public relations dir; hosp 
| Food production mag! int. in 
| methods improvement complete control 
hosp organize adr’ newly renovated 
school Eastern city to 87000 Med- 
surg. psy clin. inetructors; newly estp'd 
| 
| 
= 
| 
| 


VERTISING 


WOOD MEDICAL 
PERSONNEL BUREAU (Cont'd) | 


Nurse coordinator, est sch for practical 
nurses; apprv'’d hosp 150 bds; $4800: 
lovely twn 254 (c) excel 
oppty to become | hi 250 stud in 
apprv'd sch; lige hosp: to $5400: Pac NW. 


EXECUTIVE HOUSEKEEPERS: (a) Staff 
of 100 in active dept, 800-bd gen = 
ideal ige univ city; Bo. (b) Pully 

gen hosp 200 bds; historic city 160,000. 8 


ADMINISTRATIVE POSTS: (a) Account- 
ant: Catholic; serve as consultant, lige hosp 
stp: teaching; travel; $8-$10,000; oppor ob. 
ain M.H.A. while working at full sal. (b) 
Business Mer: qual all phases; ige menta! 
hosp; near lladeiphia & YC. (¢e) 
Comptrolier;: exper'd in all fiscal problems: 
gen "haa 200 beds increas’'g by 200 beds: 
attrac town adjacent Detroit. (d) Ass’t 
Comptrotier: pref with, or obtain’g CPA: 
350 bd tch’g hosp; univ; MW. (e) Credit 
oe credit wk; 230 gen'l, vol hosp; 
co town near Pittsburgh. (f) Perseon- 
net vol gen hosp to 500 bds: 
excel oppor develop dept; lige city on Lake 
Erie. (gf) Pub Reletions; dir dept, vol 
400 bds; med sch affil’d; (hh) 
chasing Dir: with hosp exper: 200 bd, JCAH, 
en hosp; 200 bd expansion prog; twn 80,- 
Detroit, (1) Ase’t Bwyer: male or 
female; med sch affiliated hosp, 900 bds; to 
$5000; NE 


ADMINISTRATORS—-WOMEN: (a) R.N. 
or non-medical; gen hosp 40 bds, to be 
constructed shortly; Los Angeles area. (b) 
R.N. or non-med; - vol gen hosp; 
prog Fla resort twn 10,000. 


CHIEF DIETITIAN~.450 bed voluntary 
large diabetic service, has 
mmediate opening for experienced chief 
dietitian. Duties include supervising die- 
tary department. Remodeling department 
in near future. Salary open, Address let 
ters of application to the Administrator, 
Good Samaritan Hospital, Portland, Ore- 
gon. 


ADMINISTRATOR Assistant oe Business 
peenager 40-bed general hospital, located 
in Mi aukee area; salary $5 a year, 
startin experience necessary; apply 
HOSPITALS, Box G-79. 


‘ NURSE ANESTHETIST: Openings avail- 


able now. 165 bed general hospital. Air 
conditioned rooms, modern fa- 
cilities. Salary open, Write Superintendent, 
Mother Anne Gertrude, Maryview Hos- 
pital, Portamouth, Va. 


MEDICAL RECORD LIBRARIAN to as- 
sume charge Medical Record Dept. of 100- 
bed fully approved general hospital. Salar 
open, Apply Administrator, Beebe Hospi- 
tal, Lewes, Delaware 


INSTRUCTOR AND ASSISTANT IN- 
STRUCTOR — Tuberculosis Nursing — 223 
bed sanatorium, new facilities. To set up 
a student affiliation program in Tuber- 
culosis nursing with emphasis on the pub- 
lic health aspect. Master's degree pre- 
ferred for Instructor, Baccalaureate degree 
required for Assistant Salary com- 
mensurate with educational background 
and teaching empersqnee. 40 hour week, 7 
aid holidays, liberal vacation, sick leave, 
Security. Apply C. Anderson, 
Executive Director, lily P. Bissell Sana- 
torium, 3000 Newport Gap Pike, Wilming: 
ton 8, Delaware. 


LIBRARIAN, MEDICAL RECORD Regis- 

tered. To assume charge of record room. 

135 bed general 40 hours—salary 

open. Contact Miss Cooper, Woman's 
ospital, Cleveland, Ohio, 


FOR NURSES’ Gen- 
eral ting men, and 
adult and pediatri fe "beds plus 
“294 bassinets. 40-hour week. Salary ayes. 
Apply Director, Woman's Hospital, 1940 
East 101 St. Cleveland 6, Ohio. 


OPERATING ROOM NURSES (Male and 
Female) — Immediate appointments for 
All t of special surgery ys 
vacation, 6 paid holidays. Staff nurses— 
to ber month. Head Nurses $335 


102 


to $375. duty differential $40. 
Night duty $30 Associate Direc- 
tor, Nursing Bay Michael Reese Hos 

pital, Medical Center, Chicago 16, Ilinots. 


ANESTHETIST —-NURSE A.A.N.A. 125- 
bed hospital. Salary $500. per month. Op- 
erating Suite air nee. 
Address HOSPITA Box G-78 


RECORD LIBRARIAN: Chief, 345-bed 50- 
bassinet Hospital, organizational and ad- 
ministrative ability required. Salary o 
pending qualifications and experience. Five 
day work week. Apply—Administrator 
Kentucky Baptist Hospital, 810 Barret 
Avenue, Louisville 4, Kentucky. 


SUPERINTENDENT OF NURSES: 150 bed 
General Hospital fully approved by Joint 
mission on Accreditation. Metropoli- 

= | area, Northeast Ohio. Suitable experi- 
uilred. No training school. Salary 
open. Address HOSPITALS, Box G-5#. 


REGISTERED NURSE: Interested’ in 
teaching Practical Nursing—opportunities 
to develop own pegerem. School not ap- 
roved at present. Desire individual capa- 
le of developing pecarem which will meet 
state approval. mall town located in 
South st Pennsylvania. Address Box G- 
74, HOSPITALS. 


DIRECTOR OF NURSING--345-bed 50- 
bassinet general hospital. Schoo! of Nurs- 
ing. Approved Joint Commission. Take 
charge nursing service and educational 
Responsible to Administrator. 
Apply—Administrator Kentucky Baptist 
Hospital, 810 Barret Avenue, Louisville 4, 
Kentucky, 


NURSES—-General duty: salary $280-$310 
month; $20. evening and $15. night differ - 
ential; 217 bed teaching hospital in Uni- 
versity city; 40 hour week; weeks paid 
vacation annually; 7 paid holidays; auto- 
matic salary increases; social security: 
hospital paid health and life insurance 
D.R. and O.R. $290-$320. Temporary 
iving available. Apply: Personne! 
Dept irginia Mason Hospital, 111 Terry 
Ave,, Seattle 1, Washington. 


MEDICAL RECQRD LIBRARIAN: Regis- 
tered, to serve as assistant in 250-bed gen- 


eral hospital. Write to: Personnel ce, 


Columbia Hospital, 3321 N. Maryland Ave- 
nue, Milwaukee 11, Wisconsin. 


HOSPITAL PERSONNEL BUREAU 
220 Lexington St., 


Baltimore 2, Maryland 


Administrators, Physicians, Nurses, Tech- 
nicians, Dietitians, Librarians, and other 
categories, Mail resume, photo. No regis- 
tration fee. Mr. Cotter, Licensed Employ- 
ment Agent. LE 9-5029, Res. RI 7-3356. 


POSITIONS WANTED 


ADMINISTRATOR, member ACHA, 
Brooke-Baylor Groduate age 45; complet- 
ing exceptionall successful career in 
Service hospitals "ead retiring as colonel: 
desires position in 1957 as administrator 
medium size hospital Northwest or British 
Columbia. Salary secondary to community 
facilities for educating children. Can ar- 
range initial meeting at AHA Convention 
September. Address HOSPITALS, 
x 


ADMINISTRATOR: 48, fifteen years ad- 
ministrative experience in General, Teach- 
ing, Tuberculosis, and Mental hospitals. 
Memberships AHA, ACHA, AAHA. 

Address Box G-73, HOSPI. 


Supt. of Buildings and Grounds, with 29 
tn bo Supervision of all hos ital utilities 
both general ane pa ric hospitals 
200-2500 bed hwest preferred. 
BN, two oo 4 e 52. Charter 
member of A.H.A. de Hospital Engi- 
neers. Address HOSP ALS, Box G-80. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago IIlinois 


ADMINISTRATOR: Med; 3 yrs, asst adm, 
lige tch’g hosp; 6 yrs. adm, vol. gen. hosp, 

beds, during which time exp. included 
peruse. equipping, staffing new hosp; 


ADMINISTRATOR: M.B.A. (Hosp. Adm); 
adm res., tch'g yo 6 yrs, adm, 225-bed 
gen hosp, during which time hosp reached 
new levels of achievement and financial 
stability. 


Adm); M.H.A. (Hosp. Adm); adm. intern- 
ship, 'j yrs, ass't adm, tch’g hosp. 


ANESTHESIOLOGIST; Diplomate, 8 yrs, 
priv. pract. and on faculty, med. school. 


COMPTROLLER; BS., Bus. Adm., Major: 
11 yrs, comptroller, tch'g 
osp. 


PATHOLOGIST: Diplomate (Pathologic 
Anat; Clin. Path); 3 yrs full time tch'g; 7 
yrs, dir, path., 300-bed gen. hosp: FACP. 


PERSONNEL DIRECTOR: MS., Mich: since 
‘48, ass't pers. dir., 750-bed univ. hosp (1000 
empl) and non-teach. employes of univ. 
2260 empl.) 


PUBLIC RELATIONS DIRECTOR: BS. 
Sages: 9 yrs, pub. relations, 350-bed 
Osp. 


PURCHASING AGENT; B.A.; 6 yrs, pur- 
chasing agent, 350-bed hosp. 


RADIOLOGIST: Diplomate (Diagnostic & 
Therap. Rad); 5 yrs priv. pract., dir., rad., 
3 hosps. 


Wo ODWARD 
Sertonned Bureai 


Avi 


SANM MOOUWAIID © fo? 


ADMINISTRATOR: (a) BS. MUHA. 2 
yrs, admin., 75 gen hosp; 2 yrs, admin, 
160 bd gen nesp: temp position to re- 
organize; pre ect completed; seeks per- 
manent ap osps 100 bds up pref metro 
area Nominee, ACHA; ree- 
ommen 


ADMINISTRATOR: Medical; 6 years, 
Medical Director, university hospital, 
FACHA. 


ASSISTANT ADMINISTRATOR: (d) 
M.S. (education); 7 yrs, supt of schis; past 
year, admin, 75 bd hosp: seeks more re- 
sponsibility, lge hosp, any locality. 


PATHOLOGIST: (e) 10 yrs, Sr consultant, 
one of America’s most eminent groups: 
trn’'d univ 3 yr Fellow, Mayo 
Foundation; _ h; vast exper, oncol- 
ogy: Diplomate, ‘clin path, path anatomy: 
middle 40's 


RADIOLOGY: (if) 3 yrs, assoc rad., 400 
bed tch'¢ hosp; trn'd univ hosp; 3 yrs, 
successful priv gen'l prac before s laliz- 
ing; diagnosis and erapy: 


RADIOLOGIST: (i) Woman; southerner; 
Diplomate, Roentgenology; 4 years, private 
graecee. radiology; licensed, and prefers 
exas; early 40's. 


HOSPITALS, J.A.H-A. 
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NEW SERA-VAC: 


with Sterile Vacuum Pilot Tube 


blood bottle and tube are inseparable- 
only one label required 


A major advance in blood bottle design, the 
unique SERA-VAC with its sterile, internal vacuum 
pilot tube offers these important advantages to 
hospitals and blood banks — 


prevents errors—SERA-VAC’'s internal pilot 
tube cannot be mislabeled, interchanged, lost or 
broken. 

saves time —SERA-VAC eliminates labeling and 
taping of pilot tube to bottle...one less tube to 
handle. 

stores easily —SERA- VAC packs tightly and 
rotates easily for daily inspection. 

improves clot retraction —SERA-VAC’s pilot tube 
is warmed by blood around it... pilot tube blood 
cools more slowly. 


products of | 


BAXTER LABORATORIES, INC. @& 


Morton Grove, tilinois: 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES lescept in the city of Of Paso, Texas) THREOUCH 


AMERICAN HOSPITAL SUPPLY CORPORATION 7 


SCRENTIFIC PRODUCTS GENERAL ES © N OFS 
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HW... than 150 trained and informed American Sterilizer consultants operate 
from 13 strategically located district offices . . . to place at your disposal the most 
current technical information in this highly specialized field. Supporting them, 
is the full knowledge of American’s Research Laboratories, the sound planning of the 
Technical Sales Division at Erie, and the accumulated experience of 
sixty years of leadership. 

Whether your planning involves the selection of a single sterilizer, the replanning 

of one or more of your technical departments or a complete, new building .. . 
you will find American Sterilizer counsel as comprehensive and as dependable as 
American Sterilizer equipment. 


Let us know how we can help you —~ 


A M R A WORLD’'S LARGEST DESIGNER 

and MANUFACTURER of STERILIZERS, 
SURGICAL TABLES, LIGHTS and 
RELATED HOSPITAL EQUIPMENT 


STERILIZER 


ERTE*PENNSYLVANIA 
OFFICES IN 13 PRINCIPAL CITIES 
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